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Personal Study Plan
Name: Maggie Stanton 
Date of Registration: October 1996 
Registration Number: 360 6007 
THE CLINICAL DOSSIER 
This will contain:
Professional Profile 
A Service Evaluation
Aims
To demonstrate continued development in terms of both clinical training and practice 
since qualification.
To demonstrate a high level evaluation of a service development.
Objectives
To detail training courses and supervision attended since qualification, including 
professional memberships and publications
To outline professional practice since qualification including range of duties and 
responsibilities.
To evaluate the Anger Management Groups run by the Psychological Therapies 
Service, in terms of what happens to clients referred to this service and whether this 
service is helpful to those clients who attend the groups.
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ACADEMIC DOSSIER
Aims
To increase my knowledge and depth of understanding in two areas in which I am 
currently clinically involved i.e. The therapeutic alliance and Anger management.
Objectives
To critically examine the literature in the two areas I have chosen.
To complete two critical reviews o f4500 words.
The Therapeutic Alliance: Myth or Mystery?
From my first encounters with clients I have been aware of the importance of the 
relationship between client and therapist to the outcome of therapy. More recently, I 
have become increasingly involved in the supervision of others. From this position it 
is clear, more than ever, that it is important to acknowledge and attempt to understand 
this concept. Therefore I propose to look briefly at the history of the concept, how it 
developed and how it is understood from different perspectives. I will consider how 
this concept can be measured and what it is we are really measuring. Then I intend to 
look at what implications this has for treatment.
Anger Management: A controlled approach?
Anger management has become an accepted form of treatment for clients with anger 
management difficulties. Has this approach been based on well controlled outcome 
studies that demonstrate effectiveness with clinical populations? The literature will 
be critically reviewed to determine the answer to this question. In doing so the 
definition and diagnosis of anger management difficulties will be discussed as will 
cultural and gender influences and the commonly used measures.
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RESEARCH DOSSIER
Aims
To increase my research skills.
To carry out a piece of research relevant to the clinical setting in which I work.
To gain a greater understanding of the Attributional style of clients with anger 
management difficulties.
Objectives
To carry out a review of the relevant literature in the area.
To design and execute a research study.
To analyse the data.
To report on the research in 20,000 words.
Attributional Style in Clients with Anger Management Problems
Attribution Theory has recently been used to investigate and inform treatment 
approaches with clients with paranoid delusions. Prior to this, clients suffering from 
depression have been extensively investigated regarding their attributional style. 
Building on this work I intend to carry out a piece of research to identify the 
attributional style of clients presenting with anger management problems and 
determine whether this differs from that of depressed clients and non-clients.
Maggie Stanton 
January 1997
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The Clinical Dossier
1. Professional Profile
2. An evaluation of clients with anger management difficulties, referred to the 
Psychological Therapies Service over a two and a half year period: With 
particular reference to outcome from group treatment.
PROFESSIONAL PROFILE
A resume of my educational and career background is given below in the following 
areas:
Education
Qualifications
Relevant experience
Post Qualification Training
Membership of Professional Bodies
Publications
EDUCATION
Secondary
School:
Rainsford Comprehensive School 
Chelmsford, Essex (1969-1976)
General Nurse St. Bartholomews Hospital School of Nursing 
Training: London (1976-1979)
University: Department of Psychology 
University of Hull 
Hull (1980-1983)
Department of Clinical Psychology 
Birmingham University 
Birmingham (1984-1986)
Department of Psychology 
University of Surrey
Guilford (1996 - 2000)
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QUALIFICATIONS
Secondary
Education: 11GCE'O'levels (1974)
(1976)
Nursing: Registered General Nurse (1979)
Degree: BA (Joint Hons) Psychology and Sociology 2(i) (1983)
PostGraduate M.Sc. Clinical Psychology (1986)
D. Clin. Psych. Conversion course
(due for completion 2000)
RELEVANT EXPERIENCE
Trainee Nurse and Staff Nurse at St. Bartholomews Hospital, London (1976-1980)
It was during my nurse training that my interest in psychology developed. I became 
aware of the psychological effects of physical disorder and how factors, such as 
communications with patients could affect their stay in hospital. My years of nursing 
gave me experience in a number of areas, for example:
• close contact with patients and their relatives
• working relationships with other professionals
• managing a busy ward
• supervising other staff
I feel that this has laid the foundation for much of my subsequent work.
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Undergraduate at the University of Hull (1980-1983)
I chose to pursue my interest in psychology by studying for a degree, where I learnt the 
psychological theories and research methods that have underpinned my career in Clinical 
Psychology.
Assistant Psychologist at St. Margarets Hospital, Walsall (1983-1984)
During this year I gained experience of working with people with learning disabilities in 
both community and hospital settings. I worked with qualified Clinical Psychologists 
running groups for clients and helping them on an individual basis. I also worked with 
Clinical Psychologists from the Adult Mental Health Sector, helping to run Anxiety 
Management Groups and seeing clients in their homes. I gained valuable experience of 
working within a District Psychology Department and seeing how psychological theories 
and principles can be applied in practice.
Trainee on M.Sc. Clinical Psychology course, Birmingham University (1984-1986)
The training course enabled me to expand my area of knowledge and experience working 
with clients with a range of difficulties. I carried out individual, couple and group work 
in a number of settings. Though broadly cognitive-behavioural in approach, the course 
also provided placements and supervision in other ways of working with clients, for 
example Psycho dynamic and Transactional Analysis. The M.Sc. project I carried out in 
the final year of the course entailed looking at the need for Clinical Psychology input to a 
Special Care Baby Unit at a local maternity hospital. This project not only enhanced my 
research skills, but also provided invaluable experience of liaising with other 
professionals and presenting proposals at various committees.
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Clinical Psychologist at North Warwickshire Health Authority
Sept 1986 to Aug 1987 Basic Grade
Sept 1987 to Aug 1989 Senior Grade
Sept 1989 to Feb 1994 Principal Grade (Scale point 36)
I was a qualified Clinical Psychologist in North Warwickshire District Psychology 
Department for 7.5 years. During this time I progressed from Basic to Senior to Principal 
grade. I was largely responsible for continuing to develop and then co-ordinating the 
Psychology input to Bedworth Community Mental Health Team. This included 
developing team procedures and operational policy, as well as attending CMHT reviews 
with the Community Mental Health Services Management Team. As a member of the 
Psychology Department I was involved in some innovative work, e.g. developing a 
package (with a colleague) for running anxiety management groups that was used 
throughout the four Community Mental Health Teams. I have also supervised newly 
qualified Clinical Psychologists, other mental health professionals and trainees from the 
Clinical Psychology training course (University of Birmingham) both on the M.Sc. and 
D.Clin.Psych. During my work as a Clinical Psychologist I gained a wide range of 
experience, which included being a member of working parties within the Psychology 
Department looking at department policy on a range of issues (e.g. confidentiality) as 
well as taking part in drawing up the Department's mission statement and Adult Mental 
Health Sector philosophy, aims and objectives.
Clinical Psychologist at Winchester and Eastleigh Healthcare Trust
Sept 1994 to Aug 1996 Principal Grade (Scale point 36)
Sept 1996 to Aug 1998 Principal Grade (Scale 38-40)
Sept 1998 ongoing Consultant Grade (Scale B)
Since September 1994,1 have been a member of the District Psychology Department 
with specific responsibility for providing input to the Eastleigh Community Mental
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Health Team. My work here has built upon my experience gained previously in North 
Warwickshire District Psychology Department. In addition to the experience already 
outlined, I have:
• seen clients with a wide range of difficulties
• set up and run groups on Assertiveness, Anger Management,
Depression and Bulimia
• developed packages on Assertiveness and Anger Management for 
use either with future groups or for individual work with clients
• participated in departmental meetings, sector meetings, etc.
• supervised counsellors working in G.P. Health Centres
As the psychologist responsible for coordinating psychology input to Eastleigh 
Community Mental Health Team (CMHT) I have a number of duties to perform:
• attending CMHT business meetings
• carrying out joint assessments with other team members when 
appropriate
• acting in a consultancy capacity for other professionals in the 
team
• coordinating the input of psychologists to the CMHT
• providing case work discussions to team members
• carrying out joint case work with other professionals from the 
team, e.g. group work
• undertaking an assessment of client needs, looking specifically at 
which group interventions, if any, should be provided by the team 
or District Psychology Department
• running a supervision group for professionals in the CMHT
• liaising with the Team Leader regarding the Clinical 
Psychology input into the CMHT
• liaising with referral agents
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• liaising with voluntary bodies
• liaising with other provision for the client group in the area, e.g. Day 
Centre and Day Hospital
• liaising with staff at the local hospital where in-patient treatment 
is given
Coordinator of Psychological Therapies Service at Winchester and Eastleigh Mental 
Health Trust
Sept 1996 ongoing
Since September 1996, my role has expanded to include developing, coordinating and 
then managing the newly formed Psychological Therapies Service (PTS) within the 
Psychology Department. This has entailed taking responsibility for developing and 
running this district-wide service. It is a challenging role, involving setting up and 
coordinating a number of systems for this new service, i.e.:
• planning the structure and development of the PTS
• drawing up policies and procedures
• putting proposals forward for further resources
• developing and then managing a referral system including referral
procedures and allocation
• setting up a system of audit that allows the service to be properly 
reviewed
• chairing regular meetings for members of the service
• managing and supervising staff working within the
PTS i.e. the Counsellor
Assistant Psychologists 
Clinical Psychologists 
Behavioural Nurse Specialist
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• convening regular meetings with CMHT leaders and management 
representatives to liaise regarding the development and running of 
the service
• interviewing and appointing staff
• introducing a program of groups run by members of the PTS 
taking referrals on a District-wide basis
• liaising regarding supervision arrangements for service members
In my broader role within the District Psychology Service I have:
• been chair of the Department meetings
• advised the Training Department on the setting up of the 
Management of Aggression training for the Trust
• been a member of a working party at the North and Mid Hants 
Health Authority, developing a protocol for action needed when 
adults disclose sexual abuse where the perpetrator(s) may still be in 
contact with children
• attended strategic planning meetings with other Heads of 
Specialties from the department to help develop the Psychology 
business plan.
Honorary tutor at the University of Birmingham (1989-1994)
Whilst working as a Clinical Psychologist with North Warwickshire District Psychology
Department I was involved in the clinical training course at the University of
Birmingham, in that I have:
• supervised trainees on the M.Sc. and Doctoral Clinical Psychology 
courses for their Adult Mental Health placement
• reviewed placements as part of the visiting team
• been personal tutor for 2 clinical trainees
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• been a member of the Supervisors Committee
• been the supervisors’ representative on the Post-Basic Training 
Committee
Tutor Groups at the University of Southampton (1994 - 1995)
I was invited by the Head of the M.Sc. Health Psychology to run a tutor group for 
students on this course. This included:
• running a fortnightly group on topics associated with the course
• advising students on presentation of papers
• providing feedback on written course work and assignments
Honorary Tutor at the University of Southampton (1995 - ongoing)
I am a visiting lecturer on the Clinical Psychology course at the University of 
Southampton, and have supervised a trainee from the Doctoral Clinical Psychology 
course as part of their Adult Mental Health placement. I am also personal tutor for two 
clinical trainees.
POST QUALIFICATION TRAINING
I have attended several training events:
• a series of training workshops run by the University of
Birmingham's Department of Clinical Psychology, including: 
the supervisory process 
the trainee/supervisor relationship 
supervising Clinical Practice Reports 
Single Case Study Design
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• one year training in Family Therapy run by John Burnham at 
the Uffcolme Clinic
• four year fortnightly supervision as part of a small group (4 people) 
from Dr Vera Pettit (expert in Psychoanalytic and Psychodynamic 
therapies, Tavistock Clinic)
• two-day training event on Cognitive Analytic Therapy followed by 
six months of fortnightly supervision in this approach by Dr 
Dilys Davies
• three-day training event on family interventions with schizophrenia
• numerous workshops on child physical and sexual abuse including
the psychological consequences of this, procedures to be followed, etc.
• one day workshops/training events on:
group therapy 
dream analysis
time management for clinicians 
team dynamics 
implementing aftercare
D. Clin.Psych. conversion course
Since starting the D.Clin.Psych. conversion course at the University of Surrey I have 
attended the following training events:
• Workshops at the University of Surrey for the conversion course
on: Critical Reviews October 1996 
Clinical Audit October 1996 
The Research November 1996 
Introduction to SPSS for Windows November 1996 
• Lectures at the University of Southampton by:
Richard Bentall November 1996 
Geoff Young October 1998 
Glen Waller April 1999
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• BABCP 5 day annual conference July 1997
• 1 day workshop by Raymond Novaco on Anger Management 
July 1997
• 1 day conference on Eating Disorders 1997
• American Psychology Association conference August 1998
• American Psychology Association symposium on Anger 
Management August 1998
• 2 day workshop by Helen Kennedy on schema focused therapy 
for clients with personality disorder February 1998
• Supervisors workshops run by the University of Southampton 
on: Single case study design March 1999
Theory practice links November 1999
• 2 day workshop by Helen Kennedy on running cognitive- 
behavioural therapy groups for survivors of abuse February 2000
• Workshops run by the Trust
Internet use for Healthcare Professionals (evidence based 
practice) October 1999 
Health and Safety, Fire Procedures, Manual Handling 
and First Aid Periodic Dates
MEMBERSHIP OF PROFESSIONAL BODIES, SOCIETIES ETC.
Member of the British Psychological Society.
Member of the Division of Clinical Psychology.
Member of the British Association of Behavioural and Cognitive Psychology 
Chartered Clinical Psychologist.
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AIMS AND SCOPE
This report provides an evaluation of those clients referred to the Psychological 
Therapies Service (PTS) with anger management difficulties from December 1996 to 
June 1999. It gives information on the number of clients referred to the service and 
basic details of what happened to them. For those clients where details of outcome 
are available, this will be provided. Complete sets of data are not always available for 
three main reasons: 1. Measures taken with clients have varied over time as the 
service has developed. 2. Clients are often unwilling to complete questionnaires. 3. 
Clients with these type of difficulties often fail to attend appointments and drop out of 
treatment (DiGiuseppe, 1995; Deffenbacher et al, 1994; Stanton, 2000). As most 
clients are seen in the group format, the report focuses specifically on this 
intervention.
INTRODUCTION
The emphasis on evaluating services is not a new one. Indeed Florence Nightingale 
(1914) wrote of the need for keeping data to evaluate services. In more recent years, 
the importance of evaluation has been increasingly highlighted (Bardsley & Coles, 
1992; Beck & Fernandez, 1998; Broeme, 1990; Tugwell & Mongonelli, 1986 
Ovretveit, 1994), particularly with new Government initiatives. The Government 
White Paper ‘A First Class Service’ provided the foundation on which The National 
Service Framework and Clinical Governance are based. Clinical Governance is the 
central way in which clinical services will be managed and improved in the coming 
years, with service evaluation being one strand of this. As the Clinical Psychologist 
responsible for co-ordinating and managing the Psychological Therapies Service, it is 
important to look at means of incorporating evaluation into the service in ways that 
are relevant to service users, service managers and clinicians. The path that Clinical 
Governance will take is not yet fully established, although the time scales involved 
means that the development will be rapid, but an evaluation that has been carried out 
can act as a basis to inform the process of Clinical Governance and highlight areas 
that require further investigation.
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History of the Service.
The Psychological Therapies Service (PTS) was set up 3 years ago in response to a 
review of Psychology Services undertaken by an external consultant on behalf of the 
employing NHS Trust. It is a service for adult clients suffering from mental health 
problems that have mainly been referred via the 3 local Community Mental Health 
Teams including Consultant Psychiatrists. It covers a population of approximately 
200,000. Staffing levels have varied slightly over the period of the evaluation but, for 
the most part, have consisted of 2.5 whole time equivalent Clinical Psychologists, 0.4 
Counsellor and 1 Assistant Psychologist
When the PTS was set up, a decision was made to provide treatment in group format 
where possible. This was to allow greater numbers of clients to be seen than might 
otherwise be the case, and to target client difficulties where a group format was 
thought to be beneficial. Groups are run on a regular basis for clients experiencing 
difficulties with depression, obsessive compulsive disorder and anger management.
History to the Anger Management Groups.
In one of the local Community Mental Health Teams (CMHT) a number of clients 
with anger management difficulties were being referred to the PTS. This met the 
criteria in terms of the PTS providing a service to referred clients that might be 
difficult to meet if all clients were seen individually, and providing a treatment 
approach where it was felt that clients would benefit from a group format 
(Edmondson and Conger, 1996; Tafrate, 1995; Deffenbacher et al, 1988). Thus, 
Anger Management Groups were introduced and have become a regular part of the 
service provision for the PTS with one or two groups a year being held, depending on 
client need and staff availability.
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Structure of the Groups.
The groups are run by two therapists, one being a member of the PTS and a co­
worker. The co-therapist may be a member of the PTS (e.g. an Assistant Psychologist 
or Trainee Clinical Psychologist) or a member of the CMHT e.g. a Social Worker or 
Community Psychiatric Nurse. The groups are cognitive behavioural in orientation 
and based on the structure suggested by Novaco (1975), as shown in Appendix 1. An 
initial assessment by a member of the CMHT leads to the referral to the group. If 
agreeable, the client is seen by a member of the PTS who will then discuss the group 
in more detail if it is thought that this approach will be helpful. The client is then 
placed on a waiting list for the next group. The group consists of 12 weekly sessions 
with a 3 month follow-up. Clients may also have other input from the PTS e.g. 
individual counselling (up to 12 sessions) and in some cases other input from the 
CMHT.
CLIENT INFORMATION 
Clients Referred.
122 clients were referred with anger management difficulties between December 
1996 and June 1999. Of these 95 attended for assessment (77.86%). Following the 
assessment, 81 of these 95 (85.26%) were recommended attendance at an Anger 
Management Group (AMG) including 13 clients who were recommended to have 
counselling sessions in addition to attendance at the group. 10 were recommended 
individual anger management sessions (2 of these were recommended counselling to 
be included as part of the individual work) and 2 were recommended counselling as 
sole treatment. 2 were not felt to be suitable for the service and were referred on.
Reasons for recommending counselling as sole treatment were that it was felt the 
difficulties did not require a cognitive behavioural treatment directed at anger 
management, but the client would benefit from talking through issues to do with 
current or past life events. Reasons for recommending individual anger management
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were that the client had additional difficulties that required a more individual 
approach than would be possible in a group e.g. symptoms of psychosis or a high 
level of depression, or that the anger management difficulties involved violence or 
harm to children. Reasons for recommending combined treatment (e.g. group plus 
counselling) was that it was thought the client needed the opportunity to discuss 
relationship issues in more detail than would be possible in the group format. 
Reasons for referral on were that the client moved out of area and that the client was 
referred on to Relate. Table 1 below shows the treatment offered to the 95 clients 
who attended for assessment and whether they came to this treatment.
Table 1: Treatments Offered and Take-up. Treatments offered to clients with 
anger management difficulties who came for assessment and whether they attended 
this treatment.
Treatment
Offered
Outcome
On
waiting
list
Did not 
attend
Attended
one
session
only
Attended
most
sessions
Total
offered
treatment
Individual
Counselling
0 0 0 2 2
Individual
Anger
Management
0 3 0 7 10
Anger
Management 
Group (AMG)
15 30 3 33 81
Referred on to 
other service
0 0 2 0 2
Total Number 
of Clients 
Assessed
15 33 5 42 95
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From Table 1 it can be seen that, of the 2 clients who were offered counselling as the 
sole treatment, both attended most counselling sessions. 3 of the 10 clients offered 
individual anger management did not attend (DNA) any appointments whilst the 
remaining 7 attended most sessions (70% take up of treatment). Of the 81 clients 
placed on a waiting list for an AMG, 15 are still on the waiting list. 30 DNA’d all 
group sessions and 3 only attended 1 group session and then dropped out. 33 clients 
attended more than one session of an AMG (13 of these also attended counselling 
sessions). Thus there was 50% take up of treatment for the AMGs. Of the clients that 
attended the AMGs, all but 1 completed at least some feedback forms. 1 person who 
attended more than one session of the Anger Management Group, but dropped out 
before completion (termed non-completer) completed feedback forms. In addition, 
there are some data on clients who attended for assessment and those who received 
other forms of treatment It is helpful to look at these data in some detail in order to 
determine whether this service has been helpful to them and how it could be 
improved.
Age has been shown to be an important factor in the take up of treatment for anger 
management in an outpatient setting (Hird et al, 1997). Hird et al concluded that The 
older the client the more likely they were to attend.’ (p50,1997). They were 
considering only clients offered group treatments and this is certainly bom out in the 
clients attending the AMGs in this service, as can be seen from Table 2. Between 
subject t-tests were carried out to determine whether there was a statistically 
significant difference between the groups in terms of age for those clients that 
attended (or not) assessment and group treatments. It was not possible to test for 
statistical significance between those clients who attended for individual treatment as 
the numbers in each group were too small.
27
Table 2 : Treatment Type and Attendance. Clients referred for help with anger 
management difficulties in relation to attendance or non-attendance for treatment and 
treatment type. Mean age (standard deviation), (age range) and number of clients is 
given for each cell.
Treatment Type Attended
Treatment
DNA’d
Treatment
t value
Group 35.84 years (8.18) 
(range 17-53) 
n = 33
28.16 years (5.90) 
(range 17-40) 
n = 25
t(56) = 3.98
p< 0.001
Individual 27.28 years 
(20-35) n = 7
30 years 
(24-39) n = 3
Assessment 31.73 years (8.63) 
(range 17- 55) 
n=  83
27.80 years (8.01) 
(range 18-44) 
n = 20
t(101) = 1.85 
p< 0.07 
N.S.
Table 2 shows that older clients were more likely to attend the AMGs (p< 0.001). 
This finding is consistent with that of Hird et al (1997). Age did not seem to be a 
factor in the take up of individual treatment, although there were only 10 clients in 
this category compared to 66 offered group treatment, so this result could not be 
tested for statistical significance and may be an artefact of the small numbers in this 
group. Whilst the mean age of clients who DNA’d assessment was greater than that 
of clients who attended, this difference only showed a trend towards statistical 
significance.
Referrals were also analysed in terms of gender to determine whether this had an 
effect on attendance for treatment. 24.3% of all referrals of clients with anger 
management difficulties are female. The results are shown in Table 3.
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Table 3: Gender, Treatment Type and Attendance. Gender of clients referred for 
help with anger management difficulties in relation to attendance or non-attendance 
for treatment and treatment type.
Treatment Type Attended
Treatment
DNA’d
Treatment
Group M = 22 (41.51%) M = 31 (58.49%)
F = 11 (84.62%) F = 2 (15.38%)
Individual M = 6(75%) M = 2(25%)
F = 3 (75%) F = 1 (25%)
Assessment M = 61 (75.31%) M =20(24.69%)
F = 19 (73.08%) F = 7(26.92%)
Table 3 shows that approximately 75% of both male and female clients attend for 
assessment. Having been assessed, 75% of both male and female clients then attend 
for individual treatment. The major difference occurs when the attendance at AMG is 
considered. 84.62% of female clients attended the AMGs, compared to only 41.51% 
of male clients. Table 4 shows the age and gender of those clients who attended or 
DNA’d the group treatment offered.
Table 4: Age, Gender and Attendance for Group Treatment. The mean age 
(range) of male and female clients (both attenders and non-attenders) who were 
offered group treatment.
Group Treatment
Gender Attended Treatment DNA’d Treatment
Male 36.86 years 28.16 years
(17-50) n = 22 (20-39) n = 31
Female 33.82 years 17 years
(26- 46) n = 11 (17) n = 2
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Table 4 shows that older women were more likely to attend the AMGs in the same 
way that older men were. Overall however, women were far more likely to attend the 
AMGs than men.
Another factor that has been looked at in terms of take up of treatment is source of 
referral (Hird et al, 1997). As all the referrals in this instance were from the local 
CMHTs, this was not an issue. Finally, it is possible that a factor that could affect 
attendance is the level of anger experienced. This has not been considered in 
previous studies so comparisons are not possible. The scores on the Novaco Anger 
Scale (NAS; Novaco, 1994; Appendix 2) were collated for those clients where scores 
on this questionnaire had been obtained i.e. clients who attended individual or group 
sessions and those who DNA’d the AMGs (i.e. those who attended assessment, were 
offered the AMG but then did not attend). As stated previously not all clients were 
willing to complete questionnaires, so some data is missing. 3 out of 7 clients who 
attended individual treatment completed the NAS. 31 out of 33 clients who attended 
the AMGs completed the NAS. 13 out of 25 clients who DNA’d the AMGs 
completed the NAS.
Part A of the NAS rates angry thoughts, feelings and behaviours. Part B rates 
situations in which the individual becomes angry. The mean scores for each group 
are presented in Table 5. Between subjects t-tests were carried out to determine 
whether there was a statistically significant difference between the scores of those 
clients who did or did not attend the AMGs. Due to the small number of clients who 
attended individual treatment and completed the NAS (n = 3) it was not possible to 
carry out statistical analysis on this group. No clients who DNA’d individual 
treatment completed the NAS.
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Table 5: Novaco Anger Scores (NAS) and Treatment Type. Mean scores 
(standard deviation) on the NAS for those clients who attended individual or group 
treatment and those who DNA’d the AMGs (i.e. those who attended assessment, were 
offered the AMG, but then failed to attend). Scores are presented for Part A (angry 
thoughts, feelings and behaviours), Part B (situations in which the individual becomes 
angry) and the Total score.
NAS
Treatment Part A PartB Total
Attenders 
Individual 
n = 3
99.67
(11.15)
76.67
(13.58)
176.34
(24.66)
Attenders 
AMG 
n = 31
102.71
(14.98)
68.45
(15.58)
172.48
(26.16)
DNAs 
AMG 
n = 13
111.85
(18.90)
74.31
(14.90)
186.15
(31.88)
t-value for 
attenders 
vs DNAs 
AMGs
t(42) = -1.7 
N.S
t(42) = -1.2 
N.S.
t(42) = -1.5 
N.S.
Table 5 shows that the scores on the NAS were reasonably closely grouped for all 
clients. As far as the total score is concerned, the highest mean scores were obtained 
by those clients that did not attend treatment and the lowest by those that attended the 
AMGs, with those clients who attended for individual treatment falling between the 
two. As far as angry thoughts, feelings and behaviours were concerned (Part A, NAS), 
AMG non-attenders obtained the highest mean score, with AMG and individual 
therapy attenders obtaining very similar scores. In terms of situations that made 
individuals feel angry (Part B, NAS), attenders for individual work scored most 
highly, with attenders and non-attenders at the AMGs scoring in a similar way. There 
was no statistically significant difference between scores for group attenders or non- 
attenders on Part A, Part B or total score on the NAS.
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Summary of Findings for Referred Clients
1. The older the client the more likely they were to attend the AMGs.
2. Age did not seem to be a factor in the take up of individual treatment.
3. Women were twice as likely to attend the AMGs as men.
4. There was no statistically significant difference between the level of anger (as 
measured on the NAS) for those who attended treatment (group or individual) and 
those who did not attend the AMGs.
Having looked at the data relating to the take up of treatment, it is important to 
consider whether those who did attend for treatment, benefited from it.
Clients who Attended for Treatment
Of those clients who attended individual therapy or counselling as a sole intervention, 
data is only available for 3 clients. This data takes the form of before and after 
treatment scores on the Hospital Anxiety and Depression Scale (HAD; Zigmond and 
Snaith, 1983; Appendix 3). All three clients were in the clinical range for both 
anxiety and depression before treatment and in the non-clinical range post treatment. 
They also rated their difficulties as having substantially less impact on their lives 
post-treatment.
Most data is available for those clients who have attended the AMGs, although what 
data has been collected has varied over time, in relation to the therapists who were 
running the group and as to the willingness of group members to complete 
questionnaires etc.. In general, data has been collected using both quantitative and 
qualitative measures as follows:
1 Clinical measures
Individual group members are asked to complete measures at the beginning and end 
of the group and at three month follow-up. The measures taken have varied but have 
included the Novaco Anger Scale (NAS, 1994; Appendix 2) and, in the last two
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groups run by this author, have also included the Rosenberg Self-Esteem Inventory 
(RSE; Rosenberg, 1965; Appendix 4),the Beck Depression Inventory (BDI; Beck, 
1978; Appendix 5) or the Hospital Anxiety and Depression Scale (HAD; Zigmond & 
Snaith, 1983; Appendix 3) and the Internal, Personal and Situational Attributional 
Style Questionnaire (IPSAQ; Kinderman & Bentall, 1996; Appendix 6).
2 Session feedback forms
In the last two groups that have been run, clients have been given a session feedback 
form to complete at the end of every group session (Appendix 7). This requests that 
they write what they have found most helpful, what could have been improved and 
what they have learned. As well as rating the content, rate, amount and type of 
presentation of information as excellent, good or poor.
3 Client feedback questionnaire
At the last group session, in all but one group, a general information questionnaire 
(Appendix 8) was given to all group members asking for their feedback on all aspects 
of the group. These included their expectations, helpful and unhelpful aspects, the 
usefulness of specific aspects of topics covered in the group and of being in a group 
situation, the length of the group, ideas for improvement etc.
Clinical Measures
The scores on the NAS are presented in Table 6. The results are presented for each 
group, with follow-up scores where available. Scores are then combined to provide 
information about all group attenders. Within subjects t-tests were carried out on 
these scores to determine whether the difference between scores pre and post group 
was statistically significant. One client attended 4 sessions of the AMG and then 
failed to attend. She did complete feedback forms however. Her results are presented 
separately as non-completer (n/c) as it is often veiy difficult to get any feedback from 
these clients, so her comments and scores (whilst only 1 individual) can provide a 
useful insight.
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Table 6: Pre and Post Treatment NAS Scores. Mean scores obtained on the NAS 
before and after treatment and (for two groups) at 3 month follow-up (F.U).
Groups NAS
Cognitive Arousal Behaviour Part A PartB Total
Group 5
(1999)
n = 4
Before
After
Follow-up
n/c
35 (4.24) 
31.7 (3.09) 
27.2 (4.35
35.7(4.35) 
29.5(4,79) 
26 (5.89)
35.5 (3.70)
29.5 (6.61)
24.5 (7.23)
104.2(11.64) 
90.75 (13.94) 
77.7(17.21) 
81.5
70.7(15.22)
62.5 (23.27) 
49.7 (16.25)
60.5
175 (23.72) 
153.2 (36.78) 
127.5 (31.48) 
142
Group 4 
(1998 b) 
n = 3 
Before 
After
41 (3.6) 
39 (6.56)
43.7(3.05) 
39.3 (6.43)
37.3(4.93)
39.3(6.35)
122 (8.72) 
117.7(19.09)
76.3 (13.58) 
70.3(18.56)
198.3(19.03) 
188 (37.32)
Group 3 
(1998a) 
n = 5 
Before 
After
34.2(4.09) 
26.8 (3.7)
35.8 (3.83) 
25.8(2.28)
34.6(3.51)
24.4(4.39)
104.6 (9.76) 
77 (9.41)
66.4 (7.7) 
52.8 (7.5)
171 (11.07) 
129.8 (15.4)
Group 2 
(1997 b) 
n = 5 
Before 
After 
Follow-up
35.3(6.66) 
29.3(6.81) 
30.7 (8.08)
40.6(7.76)
31(10.15) 
27 (9.54)
32.67 (7.09) 
27 (8.18)
26 (7.81)
108.7 (20.55) 
87.3 (25.11) 
83.7(25.42)
74.3 (18.17) 
55 (9.16) 
54.7(18.45)
183 (38.57)
142.3 (33.71)
138.3 (43.25)
Group 1 
(1997 a) 
n = 4 
Before 
After
31.2(4.57) 
25.5 (1.73)
34,7(3.59)
25.7(4.19)
31 (8.29) 
22.5 (6.56)
97 (14.76) 
73.7 (10.96)
64.7 (15.22) 
45.5 (7.55)
161.7 (29.17) 
119.2 (17.35)
Combined 
Groups 
n = 21 
Before 
After 
t value
F.U (n = 7)
34.8 (4.87)
29.8 (6.01) 
t(20)=4.96 
pO.OOl 
28.7 (5.88)
37.5 (5.1)
28.8(7.26)
t(20)=6.26
pcO.001
26.4(6.92)
33.7 (5.12) 
27.6 (8.1) 
t(20)= 3.99 
pO.OOl 
25.1 (6.87)
106 (13.4)
86.2 (20.69) 
t(20)= 5.58 
pO.OOl
80.3 (19.33)
70.7 (12.96) 
56.9 (14.69) 
t(20)= 5.82 
pO.OOl 
51.8(15.89)
176.7 (23.78)
143.1 (33.46) 
t(20)= 6.11 
pO.OOl
132.1 (33.95)
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Table 6 shows that the mean scores on the NAS reduced following the AMGs and that 
the reduction in scores after the groups was statistically significant (pO.OOl). This 
reduction was statistically significant on all sub-scales indicating overall 
improvement rather than in one specific area. For the two groups where follow-up 
data was available, the mean scores had reduced further after a 3 month period. The 
difference in scores from end of group to three month follow-up was not statistically 
significant. For the one client who only attended 4 sessions of the AMG but 
completed feedback forms, her total anger score had fallen, but not to the same extent 
as the follow-up scores which is when her scores were obtained.
Data for the last 2 AMGs has been extended to include before and after treatment 
measures on the RSE, HAD or BDI and IPSAQ. Follow-up data is not available on 
the IPSAQ. These results are presented in Table 7.
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Table 7: Pre and Post Treatment Scores on Additional Measures. Mean scores 
on the RSE, HAD or BDI and IPSAQ for AMGs 5 (1998b) and 6 (1999). Before and 
after treatment scores are presented, where I is internal attributions, EP is external 
personal attributions and ES is external situational attributions on the IPSAQ and A is 
anxiety and D is depression on the HAD.
Groups RSE HAD 
A, D
BDI
+ ve 
I
+ ve 
EP
IPS
4-ve 
ES
AQ 
- ve 
I
- ve 
EP
- ve 
ES
Group 5
(1999)
n = 4
Before
After
Follow-up
25
21.5
16
12,8.75
11,9.5
4,2
8.5
11.5
3.5
2.75
4
1.75
6.5
4.25
6
7
3.2
4
Group 3 
(1998a) 
n = 5 
Before 
After
27.8
20
19.4
7
10
10.6
2.4
2.4
3.6
3
9.6
4.6
3.4
7.4
3
3.2.
Combined
Groups
n = 9
Before:
mean
(S.D.)
26.5
(4.8)
9.3
(1.9)
2.9
(2.4)
3.8
(1.4)
8.2
(4.1)
4.5
(2.5)
3.1
(2.3)
After:
mean
(S.D.)
20.7
(3.7)
12.1
(3.4)
2.5
(1.7)
2.4
(2.1)
4.4
(2.7)
7.2
(2.8)
3.7
(2.4)
t value t(8) = 
3.46
p<0.01
t(8) =
-3.11
p<0.05
t(8)=
0.48
NS
t(8)=
1.6
NS
t(8)=
2.62
p<0.05
t(8)=
-2.07
p<0.07
NS
t(8)=
-1.21
NS
Table 7 shows that the levels of self confidence (as measured on the RSE with lower 
scores indicating higher self-esteem) had increased after the groups. This increase
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was statistically significant (p<0.01). The mean scores on the HAD for anxiety 
moved from the clinical to the non-clinical range. For depression, the mean scores on 
the HAD before and after treatment were in the non-clinical range. The mean scores 
on the BDI showed a fall in the level of depression after treatment. The mean scores 
on the IPSAQ showed a statistically significant increase in internal attributions for 
positive events (p<0.05) and a statistically significant decrease in internal attributions 
for negative events (p<0.05). Negative events tended to be attributed more to external 
persons, particularly after Group 5, although this difference was not statistically 
significant (p<0.07). Thus the mean scores on all questionnaires improved from the 
start to the end of treatment. On those where follow-up data was available, the mean 
scores had continued to improve. Clients also reported that the difficulties had less 
impact on their lives at the end of treatment, and this had continued to improve at 
follow-up.
Having considered the quantitative data, it is important to consider the qualitative 
data that the clients provided by completing feedback forms after each session and an 
overall feedback questionnaire at the end each the AMG. The data was given 
anonymously to encourage clients to give their honest views. A summary is presented 
below.
Session Feedback Forms
In general, all sessions were rated as excellent or good in terms of the information and 
the way it was presented, amount given, rate at which it was presented and content. 
Only in the first 6 sessions were ratings of poor received. Typically this was 1 group 
member (not always the same person) and related exclusively to the rate and amount 
of information given. Comments ranged from not enough, to too much, too fast.
After the first 6 sessions, it seemed that the pace of the group had adjusted to suit all 
group members.
Factors which group members listed as having learned and found most helpful were 
comments relating to learning more about themselves as individuals and learning
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more about anger and techniques and strategies to deal with it. They also commented 
on aspects of being in a group, such as discussions and recognising they were not 
alone.
Comments relating to what could be improved in the groups related mainly to the 
limited time available and the difficulties of time management. There were also 
comments that indicating that role play was not popular.
Additional comments were mainly positive and, for the first 4 sessions, concerned 
with settling into the group e.g. ‘Feeling at ease with the other group members is a big 
plus’. After this they were mainly concerned with a particular aspect that had helped 
or they were struggling with.
Client Feedback Questionnaire
This questionnaire (Appendix 8) was given to all clients at the end of the AMGs. Out 
of 33 attenders, 17+1 non-completer filled in and returned these questionnaires 
(54.55%).
Overall, clients expected that the AMGs would be bigger with a more negative 
atmosphere e.g. ‘I thought the group would be more formal and tense.’ In reality, 
they found that it had an informal and positive atmosphere e.g. ‘The group was 
friendly and accommodating.’ Perhaps most encouraging was the fact that the non­
completer also commented on this.
The aspects of the group that were most commonly mentioned as ‘most helpful’ were 
the relaxation exercises, sharing experiences and listening to others. Less helpful 
aspects were: role plays, timings of the groups and completing some homework 
assignments. 88% of group members and the 1 non-completer rated the group as 
helping them to deal more effectively with their problems. All but 1 respondent 
(including the non-completer) found what the group leaders said easy to understand 
and the handouts useful and clearly laid out. Nearly half the respondents would
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have liked longer group sessions and would have liked more sessions, although there 
was no consensus on how many e.g. ‘double’, ‘until I was better’, ‘as many as 
possible’.
When asked how the group could have been improved the most commonly mentioned 
aspects were more time and the ‘shame that so many dropped out’.
Summary of Finding for Clients that Attended Treatment.
1. Clients who attended individual treatment reported the difficulties having less 
effect on their lives after treatment and had moved from the clinical to the non- 
clinical range on the HAD.
2. At the end of treatment clients who had attended AMGs:
a. had decreased level of anger (as measured on the NAS) and, for the one group 
where follow-up data was available, their level of anger had reduced still further at 
three month follow-up.
b. had increased levels of self-confidence (as measured on the RSE), decreased 
anxiety (as measured on the HAD) and decreased levels of depression (as 
measured on the BDI or HAD at follow-up)
c. made more internal attributions for positive events and less internal attributions for 
negative events.
d. were more likely to attribute negative events to external person than external 
situation or internal factors.
e. reported that their difficulties had less impact on their lives and 88% rated the 
groups as helping them to deal more effectively with their difficulties.
4. The n/c had also improved in terms of level of anger (as measured on the NAS) but 
not to the same extent as completers at follow-up (which is when her questionnaire 
was obtained).
5. Clients generally rated information given in the groups as good or excellent.
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6. Aspects of the groups that clients found most helpful were: learning about 
themselves as individuals, learning about anger and how to deal with it, and being 
part of a group.
7. There was general feedback that more time and /or more sessions would have been 
helpful and that it was a shame that so many clients dropped out.
DISCUSSION
The purpose of this evaluation was to discover what happened to clients who had 
been referred for help with anger management difficulties and what this told us about 
whether the treatment they received was helpful to them and how the service could be 
improved. The first issue to be raised was that of age. This had been highlighted as a 
factor linked to attendance in a previous report by Hird et al (1997). From this 
evaluation it was apparent that age was linked to attendance in that older clients were 
more likely to attend for assessment and, having been assessed, were more likely to 
attend the AMGs.
It is interesting that age did not seem to be a factor in the take up of individual 
treatment. Many factors could account for this finding, including the fact that it could 
be an artefact of the comparatively small numbers in this group. It may be that the 
groups do not cater well for the younger age group, although most clients drop out of 
treatment without ever having attended a group session. This argues against it being 
the content or format of the group that is responsible for drop out at this stage.
Rather, it could be the expectation of a group that is more off putting to younger 
people, especially as their experiences of groups may be linked to school/college.
Thus they may have expectations that the group will be very formal and lecturing in 
tone. This would fit with the feedback from those who attended the groups that their 
expectations were of far more formal, negative groups. It may be helpful to collect 
information from clients on how they managed to overcome any worries they had 
about coming to a group and pass this on to others at assessment, so they can 
recognise others have similar fears to themselves and see how they coped with this.
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In addition it may be helpful to have a booklet to hand out at assessment that explains 
more about the AMGs and what will be involved in them.
It seems likely that motivational factors are also important to attendance. Thus it 
could be that older clients are more motivated to attend for treatment, possibly 
having more to lose (in terms of career, relationships etc.) if they do not attend. Hird 
et al (1997) suggested that it was helpful to consider attendance in terms of the Stages 
of Change model (Prochaska & Diclemente, 1982). They suggest that those who fail 
to attend are in the pre-contemplative or contemplative stage. Those who attend once 
or twice, are seen as being in the determination stage i.e. they do not believe this 
approach can help them and so drop out, those that attend regularly are seen as being 
in the action phase and thus able to take up and participate in the treatment offered.
The Stages of Change model has proved very helpful in the area of addictions 
(DiClemente et al, 1985) and certainly presents a more optimistic view to both clients 
and therapists in that it suggests clients may go through the early stages several times 
before they reach the action stage. In this way individuals who have sought help 
many times, but always dropped out of treatment, are not seen as ‘no hopers’, but as 
more likely to achieve the action phase on this particular occasion. It has also been 
suggested that the Stages of Change model could be helpful in using resources 
effectively by directing the intervention at the appropriate stage of change rather than 
discouraging the client and tying up resources in offering treatment that will not be 
effective because the client is not at that stage (Miller & Rollnick, 1991). Hird et al 
do not offer any data to support their ideas, so it would be important to begin by 
collecting data on the stage of change the clients are at when they attend for 
assessment and whether this is linked to their subsequent attendance. This would 
seem a useful way forwards but seems, in this author’s opinion, unlikely to account 
for the difference in attendance related to age. The suggestion that older clients are 
more likely to be at a more advanced stage of change due to their increased age seems 
rather simplistic, especially given that the differential in age for attendance was not 
found with individual therapy.
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Support systems may also play an important role in attendance, and could be 
important in the discrepancy between older and younger attenders. Thus older clients 
may have more networks in place to help them cope with the treatment process or 
seeking help may be viewed as a socially desirable action by their peer group, 
whereas for younger clients this may not be the case. It may well also be that more 
support is necessary if a client is going to undertake a group treatment, thus the same 
effect would not be seen for individual work. For example, it could be that older 
clients are more established in their careers and therefore find it more possible to 
negotiate time off to attend a group. They may also feel more able to disclose 
difficulties to their employer, against a background of several years of service. A 
younger person, without this history with an employer, may well find this more of a 
barrier. Again we have no data on this, so it is important not to make assumptions. 
This evaluation has highlighted the importance of collecting this data.
There may well also be a link between the issue of social influences on attendance 
and the second factor that was found to be important to this, i.e. the gender. This 
evaluation showed that men were as likely as women to attend for assessment and 
individual work, but women were twice as likely to attend the AMGs as men. Again 
several factors could account for this finding. It may be that women’s expectations of 
the group environment are more positive than their male counterparts. It could also 
be that their social networks are more supportive of being part of a group as a way of 
obtaining help with difficulties and may even have provided them with positive 
experiences of discussing difficulties with others. Also work commitments may be 
more flexible for many women. Some women work part-time or have arrangements 
for flexible hours to allow for family commitments, this can ease the problem of time 
off for appointments. Again, data is not available to make judgements about which, if 
any, of these may be the case but it is clear that it would be helpful to collect this 
data.
Another area where it would be useful to collect data is that of whether wait time for 
the groups is linked to attendance or non-attendance at the groups. It may be that 
older clients are more willing or able to wait lengthy periods for treatment. The
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anecdotal evidence would suggest that this is not the case, at least for some clients. In 
response to this evaluation, this author has started to offer individual appointments to 
young male clients between assessment and the group. The experience has been that 
they DNA in the same way as they do for the AMGs, even though appointments are 
offered quickly and on an individual basis.
It is important not to fall into the trap of assuming all those who fail to attend 
continue to experience difficulties. By the very fact these individuals fail to attend it 
makes collecting data from them difficult. Questionnaires are sent to them asking for 
comments, but are rarely returned. It may be that a percentage of those who attend 
for assessment only, find this session helpful and go on to make changes that enable 
them to cope with the difficulties without attending further. Similarly it seems likely 
that a percentage may also experience other changes in their circumstances that are 
unrelated to any treatment, but change the impact of the difficulties on their lives.
Lastly we come to the question of whether those who attended for treatment benefited 
from it. For both individual and group treatments the clients improved in terms of 
their self-report comments and scores on questionnaires. Those clients that attended 
the AMGs had decreased levels of anger, anxiety and depression and increased self- 
confidence. They also reported that their difficulties had less impact on their lives 
and the groups had helped them to deal more effectively with their difficulties. Even 
the client who did not complete the group reported that she had found it helpful and 
had decreased levels of anger.
The change in scores on the IPSAQ was particularly interesting. The increase in 
attribution of positive events to internal factors and decrease in attribution of negative 
events to internal factors is entirely in line with the decrease in the level of depression 
and increase in self-confidence. The increase in attribution of negative events to 
external person after treatment brings these clients in line with the attributional style 
of the control group in the study by Stanton (2000). In this study, Stanton found that 
individuals without mental health difficulties (controls) tended to attribute negative 
events externally rather than internally, and to external person(s) rather than external
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situation. In the same way, the AMG clients post-treatment tended to attribute 
negative events externally rather than internally, and to external person(s) rather than 
external situation. Thus there had been a shift in attributional style even though this 
had not been a specific focus of treatment.
Whilst being able to state with confidence that those clients who attended the AMGs 
found they were helpful, this evaluation has highlighted the need to standardise what 
data is collected at which time points and improve the post-group questionnaire (e.g. 
in terms of balancing some of the rating scales etc.). This should allow more detailed 
analysis of the question of what was beneficial for whom.
Evaluation should be cyclical, whereby one gains information and then uses this 
information to change the system and determine what further information is needed to 
continue the evaluation. At this point we have gained information about who 
currently takes up the service offered and then decisions need to be made about 
whether we pursue those who fail to attend more actively and/or we concentrate on 
further improving the service we already provide.
In the current climate of the NHS there is a growing ethos of more actively pursuing 
those who have failed to take up treatment. There are different ways of achieving 
this. One option would be to set up a new service specifically designed to meet the 
needs of the young male client with anger management difficulties. Of course this 
would have funding implications. Another option could be to extend the current 
service to make it more ‘user friendly’ to this client group. A potential risk with this 
is that one might make it less attractive to those who currently benefit from it. A third 
option would be to focus on staff training e.g. of GPs or CMHT professionals, so that 
more information on coping strategies and techniques could be given to these clients 
at whichever point they come into contact with services. Finally, more individual 
work could be done with this client group although again, this would have funding 
implications.
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One way of determining which might be the best option(s) would be to collect 
information from referrers to the service, to determine what they value/or not about 
the service and the way(s) in which they would like to see it develop.
RECOMMENDATIONS
1. Find out what helped attenders cope with any worries or concerns they had about 
attending a group and include this in a booklet to be given out at referral or 
assessment.
2. Give out an information booklet at referral or assessment to give clients an idea of 
the structure and content of the groups. The first draft of this booklet has been 
drawn up by Sharon Home (Assistant Psychologist) see Appendix 9. This booklet 
does not include the information suggested in (1) as this has not yet been collected.
3. Standardise what measures are taken at which time points for all groups. These 
measures to include a measure of motivation, probably the Stage of Change 
questionnaire (Prochaska & DiClemente, 1982), to gain information on whether 
stage of change is linked to age and attendance.
4. Collect more information at assessment on social support for attendance at the 
group, work commitments etc. so that these issues can be discussed, and so that 
data can be obtained to provide more information on subsequent non-attendance.
5. Survey referrers to discover what they value and/or would like to change about the 
current service and way(s) in which they would like it to develop.
6. Survey the views of staff currently providing the service. This could be included 
in the survey suggested in 5.
7. Collect information on wait times and determine whether this links to attendance 
at groups.
CONCLUSIONS
In conclusion then, this evaluation has shown that 77% of clients attend for 
assessment when referred with anger management difficulties. Of these, the vast 
majority (85%) are recommended attendance at an AMG as the treatment. Whilst the
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take up of individual treatment is about 75%, the take up for AMG is much less 
(50%). Whilst the difference in uptake of treatment for groups compared to 
individual work could be an artefact of the different numbers involved, it was 
apparent from looking at the group data that older clients and women were far more 
likely to attend treatment. Reasons for this have been discussed.
It has also been apparent from the evaluation that those who attended the groups 
benefited from them and, where follow-up data was available, this improvement had 
continued at 3 months. It is encouraging that this improvement was in all areas, i.e. 
increased self-esteem, decreased levels of depression and anxiety and increased 
internal attributions for positive events with decreased internal attributions for 
negative events. Whilst the number of clients has so far been small, and there was 
only a trend towards significance (p<0.07), it is interesting that (where data was 
available) there was an increase in attributions of negative events to external persons 
at the end of the groups. This made their attributional style similar to that of the 
controls in Stanton (2000), even though this was not specifically targeted in the 
groups. This evaluation does not allow us to identify exactly what factors brought 
about these changes, however, aspects of the groups that clients reported as finding 
most helpful were: learning about themselves as individuals, learning about anger and 
how to deal with it and being part of a group.
Finally, recommendations have been made as to how to carry the evaluation process 
forward and how the service could evolve in the light of the current results. This 
information would be useful to other services considering setting up groups for clients 
with anger management difficulties. These clients often do not meet the criteria of 
having ‘severe and enduring’ mental health problems, but their difficulties can have a 
major impact on their life and the lives of those around them.
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APPENDIX 1
Structure of the Anger Management Groups
The Anger Management Group is held over 12 weekly sessions. Each session is VA 
hours in length. In each session the format consists of information being presented on 
a particular topic, followed by group discussion and exercises related to this. Group 
members are asked to practise skills learned in the group over the following week and 
discuss how they got on with this at the next group session.
Topics covered in the group include:
Session 1 The physical signs of anger
Positive and negative aspects of anger 
When anger becomes a problem 
Short relaxation 
Session 2 What causes anger: external and internal factors 
Progressive relaxation 
Session 3 Continuation of relaxation 
Triggers
Session 4 Relaxation and breathing techniques 
Negative Automatic Thoughts (NATs)
Session 5 Thought challenging 
Session 6 Thought challenging continued 
Session 7 Distraction techniques 
Assumptions 
Session 8 Communication Strategies
Non verbal communication (NVC)
Session 9 NVC •
Push/pull technique
49
Session 10 Assertiveness 
T  statements 
Session 11 Action Plans
Short and long term goals 
Session 12 Conclusion
Review of objectives 
Good-byes
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APPENDIX 3
Hospital Anxiety and Depression Scale (HAD)
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Hospital Anxiety and Depression Scale
Published by NFER-NELSON Publishing Company Ltd.
Darville House,
2, Oxford Road East,
Windsor,
Berkshire.
SL4 IDF
This test consists of 7 items on anxiety and 7 on depression i.e. 14 items in total.
Each item has a statement of how the respondent might feel, followed by 4 choices of 
response indicating the frequency that this feeling occurs. An example of an anxiety 
item is:
I feel tense or wound up.
Most of the time 
All of the time
From time to time, occasionally 
Not at all.
An example of a depression item is:
I feel as if I am slowed down.
Nearly all of the time 
Very often 
Sometimes 
Not at all.
Anxiety and depression are scored separately. Each of the items is awarded a score 
between 0 and 3 with a step-size of 1. There is a maximum score for the test of 21 for 
anxiety and 21 for depression. Scores of above 10 for each of the anxiety and 
depression scales are considered to be in the clinical range.
Zigmond, A.S. & Snaith, R.R. (1983). The Hospital Anxiety and Depression Scale. 
Acta Psychiatry Scandinavia, 67, 361-370.
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Rosenberg Self Esteem Inventory (RSE)
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RSE
Published by Princeton University Press 
Princeton,
New Jersey,
USA.
The RSE is a frequently used, self-report, measure of attitudes towards the self. It 
consists of 10 statements. The participant rates themselves on a 4 point scale(i.e. 
strongly agree to strongly disagree) in the direction of negative self-esteem. Step-size 
is one and there is no cut-off point. Scores range from 10-40 with the lower the score, 
the more that participants have agreed with positive self-statements and disagreed 
with negative self-statements. High scores indicate low self-esteem.
An example item is as follows:
On the whole, I am satisfied with myself.
Strongly agree 
Agree 
Disagree 
Strongly disagree.
Rosenberg, M. (1965). Society and the Adolescent Self Image. Princeton, New 
Jersey: Princeton University Press.
APPENDIX 5
Beck Depression Inventory (BDI)
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B.D.L
Published by The Psychological Corporation, 
Harcourt Brace and Company,
San Antonio,
U.S.A.
The BDI is a self- report measure of depression. It consists of 21 questions, each of 
which contains 4 statements. The participant chooses one statement from each 
question that most accurately describes the way they have been feeling over the last 
week. Items are scored from 0 -3  with a step-size of 1. Scores are classed as 0-9 
minimal, 10-16 mild, 17-29 moderate and 30-63 severe.
An example item is as follows:
I do not feel sad.
I feel sad.
I am sad all of the time and I can’t snap out of it.
I am so sad or unhappy that I can’t stand it.
Beck, A.T. (1978). Beck Depression Inventory. San Antonio: The Psychological 
Corporation.
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GENERAL INFORMATION QUESTIONNAIRE
T hese  questions relate to the group meetings and your thoughts for the future.
1. W hat did you expect the group to be like?
2. In what way(s) did the group differ from your expectations?
3. What aspects  of the group did you find more helpful?
4) W hat aspects of the group did you find less helpful?
5. Do you feel the group has helped you to deal more effectively with your
problem s?
Yes L..v.J Unsure L J  No
- 2 -
6. Below we have listed som e specific areas that were covered in the group. 
P lease  rate each according to how useful you found them by placing a  tick 
in the column which you feel applies to that question.
Example:
If you feel that 'information about the physical effects of anger' was slightly 
useful to you, place a  tick in the 3rd column, and so on.
*
Information about the physical 
effects of anger
Relaxation training
Information about worrying 
thoughts
Ways of dealing with worrying 
thoughts - e.g. distraction, the 
STOP technique, etc.
Writing "Action Plans"
Discussions about anger
Expressing and exploring 
feelings
YES, I think it would have been useful if the group meetings had 
included:
NO
8. Below we have listed som e specific aspects of being in a  group.
P lease  rate each according to how helpful you have found them by 
placing a  tick in the column which you feel applies to that question.
Example:
If you feel 'finding that other people have similar difficulties' w as 
moderately helpful to you, place a tick in the 2nd column, and so  on.
Finding that other people 
have similar difficulties
The opportunity to discuss 
experiences
The opportunity to talk about 
your feelings
Support from other group 
members
If there is any other aspect of being in a group which you found helpful, p lease 
describe below:
9. Did you find the handouts useful?
YES NO
If 'yes' p lease list which were particularly useful:
W ere the handouts easy, or difficult, to understand?
L ,J  I understood the handouts
Q  Difficult.
I had difficulty in understanding the handouts on:
W as what the group leaders said easy or difficult to understand?
L..J I understood what the group leaders said 
Difficult.
I had difficulty understanding what they said about:
Did you find the weekly meetings too long or too short?
Too long 
l~. J  About right 
Too short
Would you have liked the group to meet for more than 8 weekly sessions?  
Yes
How many meetings would you have liked? L ' j
L,.,j No
How do you think the group might be improved?
- 5 -
14. How do you think the group might be inpproved?
15. P lease  add any other comments that you would like to make about the group 
below:
Tfioflk you for comp/e/ing I he questionnaire.
msqmar96
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    Psychological Therapies Service
management
what can you do?
W in c h e st e r
&EASTLEIGH
HEALTHCARE
N H S T R U S T
he emotion of anger is a  normal feature of everyday life. Among the many feelings that 
people experience, anger is am ong the most complex and confusing. Feelings of irritatioi 
annoyance, and rage are all different ways of expressing our anger. The way in which we 
express our anger is a  very personal matter. The aim of this booklet is to begin to help yoi 
to make sen se  of your anger, and understand how it affects you. The more we know about our 
anger, the easier it is to begin to use it in a  more positive and useful way.
WHAT IS ANGER?
Anger is an emotional reaction to certain kinds of s tress  that are known as  provocation. There 
are many different kinds of provocation. Anger can be the result of things that happen to us (e.g 
frustrations, injustices, irritations, and verbal or physical abuse), how we experience those 
things, and how we behave when they happen.
Anger is different from aggression. Aggression is an action that is intended to cause injury or 
harm. Anger is an emotion, for example, when we lose our patience. In becoming angry, we car 
also feel that we have more strength and determination. So, unlike aggression, anger can have 
both positive and negative effects. In learning to regulate anger, our aim is to minimise the 
negative effects and maximise the positive effects.
M Remember!
The difference  
betw een  anger and  
aggression. A nger is 
a feeiing to which you  
are usually entitled. It 
is a normal reaction. 
Aggression is an  
action that c a u ses  
harm. A nger n e e d  not 
lead  to aggression. 
W hen we express our 
anger in a way that is 
m ore helpful, it can  
lead  to better results.
Positive aspects of anger Negative aspects of anger
Anger \s an energiser. It gives us 
vigour, mobilises the body's 
resources for self-defence, and 
provides stamina when a task 
gets difficult. It supplies fuel for 
the fight.
Anger can be a helpful way to 
express tension and 
communicate our negative 
feelings to others. Sometimes 
things stay bottled-up until we get 
angry.
Anger gives us information about 
people and situations. It serves 
as a signal to tell us that there is 
something unjust, frustrating, 
threatening, or annoying going 
on.
Anger creates a sense of being 
in charge of a situation. It helps 
us to feel confident and put 
across our point of view.
Anger can disrupt our thoughts 
and actions. When angry, it is 
harder to think clearly and decide 
on options. We act more on 
impulse without considering the 
consequences of our behaviour.
When we are hurt or 
embarrassed we can get angry 
as a way to protect our pride. It is 
sometimes easier to get angry 
than to share our anxieties.
Anger can lead to aggression.
We get angry and then take it out 
on something, or someone else.
Becoming angry may result in us 
losing confidence in our abilities 
and worth as a person.
VHEN DOES ANGER BECOME A PROBLEM?
)
Vhen it is too frequent
here are many situations in which 
ecoming angry is justified and proper. For 
example, if som eone 
were to steal 
something that you 
worked hard to get. 
However, we often get 
angry when it is not 
necessary  or useful.
For example, when 
lings do not go to plan, or when we jump to 
onclusions about what som eone else is 
ying to do. We must begin to make a  
istinction between the times when it is 
Iright to be angry, and when getting angry is 
ot such a  good idea. That way, we won't feel 
ncomfortable about being angry when 
nger serves a  useful purpose.
Vhen it is too intense
nger is something that occurs at different 
îvels of intensity. A small or m oderate 
mount of anger can often work to your 
dvantage. But, % ^
igh degrees of 
nger do not 
roduce positive 
îsults. When we 
et really mad or 
)se our temper, we
ay and do things that we later regret. High 
ivels of arousal, or anger also prevent us 
om thinking clearly. We jump to 
anclusions, or act on impulse rather than 
arefully think about the options.
When it lasts too long
When our anger lasts a  long time, we keep 
up a  level of arousal or s tress that goes 
beyond our normal limits. We often think of 
this a s  "making too much of something". 
When anger does not go away, our body's 
system s are prevented from returning to 
normal levels, and this m akes us more 
sensitive to irritations and annoyance. That is, 
it becom es easier to get angry the next time 
something goes wrong.
When it leads to aggression
When we feel that we have been abused or 
treated unfairly, we som etim es want to lash 
out at the person who has offended us.
Anger, particularly when it is intense and 
personal, can lead to an 
aggressive reaction. Our 
m uscles get tense, the 
volume of our voice gets 
louder, and we do things 
like clench our fists, and 
stare sharply. During these  moments, there is 
a  greater tendency to act on impulse. That is, 
we som etim es act before we think.
When it disturbs work or 
relationships
This refers to the harmful effect that anger 
can have. When anger interferes with doing a  
good job, or makes it hard for people to relate 
to us, then it starts to have a  big effect on our 
lives. It can keep us from concentrating on 
our work or from being satisfied with our job. 
Anger can also push people away and can 
make it difficult for them to like us.
Understanding Anger
"Why didn't you wake me up this morning? This is the third time this week I've been late. I rush 
around the house attempting to find my bag, and make a cup of tea at the same time. There is 
no milk in the fridge. The car takes ages to start, and the traffic seem s slower than usual.
When I arrive at the hospital 20 minutes late, it takes me another 15 minutes to find a parking 
space. I haven't exploded yet, but it's only a matter of time ".
HOWTO BEGimMSMSQLVE YOUR ANGER PROBLEMS -
SELF-HEÛ?,NCffESi^ M ^ \
At som e point in your life someone probably 
told yoü tacontrol your anger. You probabiy, 
wonderedbSw you were supposed to dp tfîat.
The usual Suggestion is to hold your/breath ; /
and coùnfto ten. That can be a littlp bit like 
putting a lid on a pot of water to keep the 
water from boiling over. It actually makes 
more sense to turn down the Heat, o f to use a 
larger pot. Anger management does not mean 
suppressing your anger or keeping a tight lid 
on it. What it does mean is learning how to 
keep anger atjnoderate levels, and learning 
h o y  to use yquf anger as a signal for
alternative action.
Anger management means facing problems 
squarely in thé face without any hostility. You 
can begin to achieve this by:
Understafiding your own feelings 
and behaviour
t " i
A first step  in managing your anger is * 
beginning to understand when you get angry, 
and understanding what makes you angry. 
Feelings are linked to situations. An important 
part of self-control is being in tune with your 
feelings, and the things that arouse them.
A useful and important way to becom e 
educated about our anger patterns is to keep 
a  diary record of anger incidents such a s  that 
shown overleaf. By keeping an anger d ia ry ,/ 
you can discover those times when it was ; 
justified to be angry, and those times when it 
was not in your best interest.
Understanding your own thoughts
A second step in managing your anger is to 
learn how to change your views or thoughts 
about things that have made you angry. Anger 
sometim es com es from the great importance 
that we attach to things, or is the result of
taking things personally. The anger&:yj;\ 
œ @ e h f g r o u p  will teach y o u % % e  
thing?fr0 g different angles or perspectives, 
addition ||gu  will also be shown som e w ay| 
using your own thoughts to help you fegulati 
your angj?f, and guide your behaviour. It ma> 
be helpful at this stage, just to take s  step  
backhand look at a  situation from a  distance, 
a s  tfiough you were an'oütsidé observer.
Ühberstânding other people
Misunderstandings and miscommunicatipn 
oftep^ cause anger. Learning ,to understand 
things frgm the other person's perspective s  
këep anger from becoming too intense. It wil 
also help in working toward a  mutual/  /  
understanding. Some of the exercises that v\ 
be used in the group are especially designei 
to help us see  the other person's point of 
view.
; J
Understanding your bodily reaction
: Anger is linked with tension. Anger mobilise* 
the body's resources. It 'gets you into high 
gear'. That m eans your heart beats faster, yt 
breathe quicker, your blood pressure goes u 
and your muscles get tight. What it also 
m eans is that it is easier to get angry. In othi 
words, when you are up-tight, little things ge 
blown out of proportion. The group 
programme will introduce you to procedures 
that will help you feel less tense, and will all< 
you to relax mentally as well as  physically. 
Start now by building in some time to relax 
into your daily routine, for example, listening 
to music, going for a  long walk, having a 
relaxing bath. It is important to begin to keep 
a  diary of the times you have set aside for 
relaxation. This will serve as a reminder to y 
to relax, and allow you to determine what yc 
find relaxing.
You can see that by understanding more about your anger, you can begin to look at how 
anger can be controlled, and used to your advantage.
FURTHER INFORMATION ABOUT THE ANGER MANAGEMENT GROUP
fhe anger management group will provide 
/ou with:
I A  better understanding of what anger is, 
and how it affects us physically.
I  An aw areness of how ways of thinking can 
affect our anger.
IA  discussion of ways of dealing with our 
anger differently.
I  Support from the group to face, and cope 
with situations that make you angry.
Sroup arrangements:
I The group runs for about twelve sessions.
I Eight to ten people attend the group.
I Everyone who attends the group has 
similar difficulties.
I The venue can change depending on the 
people that have been referred.
) The group follows a  structured plan, 
although this plan is flexible enough to take 
on board the concerns and interests of the 
group members.
» Group members will be asked to practise 
things they have learned in the group.
> All things discussed in the group are 
confidential.
}ast experience has shown that groups 
an be very helpful and enjoyable to 
ttend:
Your keyworker, community psychiatric nurse, 
social worker, psychiatrist, psychologist, and 
GP are all there to offer help. There are also 
voluntary organisations specialising in offering 
practical advice and help.
For confidential information, help, and 
advice about anger contact:
MIND (National Association for Mental Health)
Granta House
15-19 Broadway
Stratford
London
E15 4BQ
Tel. (0181) 519 2122
Recommended Reading:
'Mind Over Mood: Change How You Feel by 
Changing the Way You Think' by Dennis 
Greenberger and Christine A. Padesky. 
Guildford Publications Inc, New York.
y- /  "I have realised that I am not 
/  alone with these feelings. I am relieved 
that someone understands how I feel".
"I have found the course very useful, and it 
has helped me to understand a lot more 
about controlling my anger, and also y  
recognising it in others".
DIARY SHEET 1 (example)
This diary is to help you identify situations in which you are likely to become angry. What is it that 
triggers your angry feelings or behaviours? What makes them worse or better?
Who else was 
there?
What was 
everyone 
do,na?
your thoughts 
and feelings?
I
I
!
I
l
l
■*
1 
5
Saturday at 
4.30p.m.
In town Two friends (Beth 
& Mark)
Waiting for our 
pre-arranged lift 
home from my 
boyfriend
1 was getting 
angry and 
embarrassed 
that my boyfriend 
was half an hour 
late to pick us up.
My thoughts at 
that time were:
"1 can t rely on 
him for anything".
"What will our 
friends think of 
us".
They were 
saying:
"I'm Sure he will 
be here soon".
"Maybe he has 
been held up".
"It is unlike him 
not to be here".
Not get so 
worked up. 1 had 
a  lot of unhelpful 
thoughts that just 
increased my 
level of tension.
DIARY SHEET 2 (Example)
This diary is to help you identify the things which you find relaxing, and encourage you to record the 
times when you have relaxed. Has there been any difference in your level of tension when you have 
made time for relaxation?
Things that 1 find relaxing Day What have 1 done to relax 
today?
Has this made any difference 
to my level of tension
1. Drawing Saturday Nothing Got uptight waiting for my lift home
2. Swimming Sunday Spent some time in the garden Far more relaxed and coped with the
3. Exercise (gym, aerobics) listening to music
neighbours making some noise.
4. Sauna & steam
5. Reading
6. Listening to music
7. Gardening
8. Long country walks
9. Aromatherapy oils
Th
is 
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The Therapeutic Alliance: Myth or Mystery?
Word count: 4,497
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Introduction
The therapeutic alliance is a fascinating concept. It has been described as the 
“ quintessential integrative variable” (Wolfe and Goldfried, 1988 p449) or ‘a generic 
variable operative across different therapeutic modalities' (Hougaard, 1994,p70). In 
other words a concept that is pantheoretical, operating independently of modality, 
running across all therapies. The study and understanding of such a concept is an 
exciting prospect indeed. When reviewing the literature in the area however, it is 
evident that the picture is far from clear. In time honoured tradition many papers 
would start with a definition of the therapeutic alliance. But it is the very definition 
that poses the question: What is the therapeutic alliance and does it even exist?
One of the difficulties of reviewing the research in this area is that the definition of 
the therapeutic alliance varies depending on the theoretical orientation of the authors. 
Even the terminology is not uniform, the therapeutic alliance being variously 
described as the working alliance, the treatment alliance or the helping alliance.
Some authors (e.g. Gaston, 1994) make a distinction between different types of 
alliance, such as the therapeutic alliance referring to the relationship aspects where 
the client identifies with the therapist and the working alliance referring to the ability 
of the client to both participate in the relationship with the therapist and be an 
observer of it. In this way the client can see the interpretations given by the therapist 
and work with these. Others use the terms interchangeably.
Thus a rather confused picture emerges. Whilst one must be aware of this when 
discussing the literature, it is not sufficient to discount the existence of the concept 
because of it. It is not surprising that a concept such as this should be complex and 
multifaceted. Therefore difficulties in defining it should be taken for what they are. 
All definitions, however, include three basic aspects i.e. the relationship between the 
client and the therapist, that it is independent of the treatment approach and the model 
of therapy and that it is important to the outcome of therapy. The meaning of the 
therapeutic alliance can be better understood by looking at how the concept 
developed over time.
61
History of the concept
The history of the therapeutic alliance has been well documented in other review 
papers, (Horvath and Luborsky,1993; Gaston 1990) so I will only outline it briefly 
here. It is important to do this, however, as it relates to the understanding of its 
definition and the debate as to its existence at all. The roots of the therapeutic 
alliance can be traced back to the work of Freud. He did not identify a separate entity 
as such. In fact, as Gaston et al (1995) pointed out, in all the volumes of Freud, he 
only wrote 10 sentences on the component of the positive transference which he felt 
allowed therapy to be successful. It is from this, and the experiences of therapists in 
therapeutic relationships, that the idea of the alliance has emerged. Freud 
(1966)emphasised the importance of the empathie atmosphere of therapy that the 
therapist should create. He warned that therapy would be less likely to succeed if this 
atmosphere did not exist.
Sterba(1934) moved on from this to point out the need for there to be a joining of the 
therapist and the rational part of the client’s ego to enable the client to benefit from 
therapy. The actual term ‘therapeutic alliance' was first used by Zetzel (1956). She 
used this term in discussing aspects of the therapeutic relationship that allowed the 
client to see the distinction between past relationships and the ‘real' therapist client 
relationship, and thus work towards healing. She also suggested the need to use 
different strategies with some clients in order to strengthen this relationship e.g. the 
therapist being more active or more positive in their attitude.
Greenson (1965) coined the term ‘working alliance' to clarify the distinction between 
this relationship and positive transference. He spoke of the ‘real relationship' 
between the client and therapist i.e. not that transferred on to the therapist by the 
client as a projection of past relationships, but one based in reality, entered into by the 
healthy part of the client, enabling them to participate successfully in therapy.
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The interest initially in the therapeutic alliance was from theorists and practitioners 
from the psychoanalytic and psychodynamic fields. Inevitably with this orientation 
came an emphasis on client characteristics. It is important to note that when 
practitioners and academics from these schools of thought refer to the ‘real' 
relationship, they are referring to the reality as defined by the therapist. One might 
see this as a basic flaw in the argument. There is an emphasis on the importance of 
personal therapy for practitioners in this area however, which attempts to redress this 
balance. Rogers (1957) came from the opposite end of the spectrum, highlighting the 
importance of therapist characteristics. He suggested that to be successful, the 
therapist must be real in the relationship and provide unconditional warmth and 
acceptance.
Bordin (1979) found the common elements in the debate by bringing the different 
theoretical perspectives together. He described the working alliance as essential to 
all forms of therapy but suggested that it might be established and developed 
differently in different forms of therapy. He emphasised mutuality with the need for 
consensus and agreement. His concept of the working alliance had three aspects:
• agreement on goals
• agreement on the tasks necessary to accomplish those goals
• the bond between the client and the therapist.
By describing the therapeutic alliance in this way he made the concept accessible to 
scholars from all schools of thought.
The development of the concept of the therapeutic alliance has not been without its' 
critics however. There are those in the psychoanalytic/psychodynamic camps who 
would argue that the therapeutic alliance is merely a component of the transference, 
albeit an important one. Brenner (1979) described the alliance as that part of the 
transference whereby the client seeks to gain the therapists approval. Others (e.g. 
Hatcher, 1990 ) argue that all relationships are influenced by past relationships, so the 
alliance cannot be a separate factor, but is a different viewpoint on the transference 
relationship.
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There are also those from the behavioural/cognitive camps who would emphasise the 
importance of techniques in therapy rather than the relationship between client and 
therapist. In a recent panel discussion (Gaston et al, 1995) Raue and Goldfried stated 
‘A review on the alliance (from a behavioural or cognitive behavioural viewpoint), 
for the most part, doesn’t exist’ (p5). They went on to report that when they reviewed 
literature that discussed the relationship in behavioural therapy, they concluded that it 
was very important to it. Thus support for the therapeutic alliance is growing, so that 
there is consensus across many disciplines that this concept does exist and exerts a 
powerful force on therapy and its’ outcome. Perhaps attempts to operationalise and 
measure the therapeutic alliance are the next logical place to look for evidence as to 
whether the therapeutic alliance is myth or mystery.
Measurement of the Therapeutic Alliance
In attempting to measure the therapeutic alliance researchers have relied heavily on 
psychometric measures. Whilst there is no doubt that these can be very helpful, with 
a concept such as the alliance it seems likely that qualitative measures would be of 
equal merit. Yet when reviewing the literature in the area there is little, if any, 
evidence of their use. These may well prove a fruitful way forward in future research 
as they capture the richness and depth of insight that psychometric measures can miss. 
Given the status of current research however, and the ongoing usefulness of 
psychometric measures, it is important to look at the measures in some detail.
Horvath and Luborsky (1993) report that there are at least 11 measures of the 
therapeutic alliance. Most have versions for ratings of the alliance to be made by the 
therapist, client and/or an independent observer. They give a global level of the 
therapeutic alliance with scores on a variety of therapeutic alliance components. The 
components themselves will vary, as will the weight given to them in any particular 
scale. A common thread to measures of the therapeutic alliance is regard for the level 
of personal attachment or collaboration and the clients willingness to invest in the 
therapy process. Apart from this there is a considerable variation.
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The picture becomes much clearer when one considers the background to the 
development of the scales. As with the concept of the therapeutic alliance the 
measures have arisen from different theoretical perspectives. The four most 
commonly used alliance scales in the empirical research are the:
• Penn Helping Alliance Scales(Penn: Luborsky et al, 1983)
• Vanderbilt therapeutic alliance Scales(VTAS: Hartley & Strupp, 1983)
• Californian Psychotherapy Alliance Scales(CALPAS: Marmar et al, 1989)
• Working Alliance Inventory(WAI: Horvath & Greenberg, 1986).
The Penn is the oldest of the scales and is psychodynamic in origin. The VTAS is a 
blend of the dynamic and eclectic frameworks, whilst the C ALP AS arose from the 
traditional psychodynamic perspective influenced by the later work of Bordin (1979). The 
WAI is based on the work of Bordin (1979), so should provide a pantheoretical picture of 
the therapeutic alliance .Bachelor(1991) however, found higher inter-correlation between 
scales from similar theoretical orientations including the WAI, than from different 
perspectives. This is an important finding, for it highlights the difficulty with measuring 
the therapeutic alliance. By having its origin in different theoretical perspectives, measures 
developed from those perspectives will differ. Thus, are they even measuring the same 
phenomenon? It may well be that what is being seen is an artefact of the ‘elephant 
phenomenon' :
‘Beyond Ghor there was a city. All its inhabitants were blind. A king with his 
entourage arrived nearby; he brought his army and camped in the desert. He had a 
mighty elephant, which he used in attack and to increase the people’s awe.
The populace became anxious to learn about the elephant, and some sightless people 
from among this blind community ran to find it. Since they did not know even the 
form or shape of this elephant, they groped sightlessly, gathering information by 
touching some part of it. Each thought that he knew something, because he could feel 
a part.
65
When they returned to their fellow citizens, they were asked about the form, the shape 
of the elephant.
The man whose hand had reached an ear said: Tt is a large, rough thing, wide and 
broad, like a rug.’
One who had felt the trunk said: T have the real facts about it. It is like a straight and 
hollow pipe, awful and destructive.’
One who had felt its feet and legs said: Tt is mighty and firm, like a pillar.’
Each had felt one part of the many. Each had perceived it wrongly. No mind knew 
all: knowledge is not the companion of the blind. All imagined something, something 
incorrect.’ (Adapted from Omstein, by Locatelli and West, 1996).
Thus each measure may be capturing one part of the picture, with none capturing the 
whole. Even the WAI does not provide a measure that can be seen to represent the 
therapeutic alliance. This could be a limitation of the measure, a reflection that the 
concept does not exist as an entity, or a limitation of Bordin’s model.
Horvath and Luborsky (1993) looked at common features across the measures. They 
concluded that at a global level there was a considerable overlap, which could 
indicate that they are assessing similar underlying processes. Another study by 
Tichenor and Hill (1989), found that the internal consistency (Cronbach’s alpha) was 
high. This indicates that the questions are relating to the same concept. So some 
evidence suggests that the concept exists.
A less encouraging finding is from correlational studies which have shown high 
correlations between separate subscales within alliance measures. This would 
indicate they are not measuring separate components of the alliance. Henry et al 
(1994) point out that the samples used were from relatively homogenous populations.
66
They suggest that the scales should be refined so that there is maximum within scale 
correlation with less relevant items being dropped.
When looking globally at subscales across measures however, there was a low 
correlation. Perhaps this is an inevitable consequence of the tests focusing on 
different aspects of the therapeutic alliance. Therefore if one were only to compare 
similar subscales one would find a much higher correlation. This is a good argument, 
but as there is no consensus across measures as to the underlying structure of the 
alliance, a comparison at this level is not possible. Perhaps what is lacking is an 
overarching theoretical position from which a robust measure could be developed.
The existing measures would then be seen to fit into this like pieces from a jigsaw, if 
indeed they are measuring different aspects of the same entity.
Hougaard (1994, p71) developed a model of the alliance based on the work of Bordin, 
which could provide a useful avenue forward. See figure 1.
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TP(1) authenticity 
TP(2) warmth and 
acceptence
TP(3) unconditionality 
TP(4) empathy
Therapist
CP(1) mutual liking 
CP(2) mutual understanding 
CP(3) agreement on degree o f intimacy 
CP(4) agreement non degree of directiveness
CP
The personal 
relationship PP(1) confidence 
PP(2) friendliness 
PP(3) compliance 
PP(4) receptiveness of 
empathy
TC(1) expertness 
TC(2) engagement 
TC(3) efforts to strengthen 
patient expectations
► Patient
The collaborative 
relationship
PC(1) working capacity 
PC(2) motivation 
PC(3) positive expectations
CC
CC(1) agreement on goals 
CC(2) agreement on tasks
Figure 1. Components of The Therapeutic Alliance. CP: common contributions to 
the personal relationship. TP: therapist contributions to the personal relationship. PP: 
patient contributions to the personal relationship. TC: therapist contributions to the 
collaborative relationship. PC: patient contributions to the collaborative relationship. 
CC: common contributions to the collaborative relationship.
This model takes into account three main factors i.e.
• client contributions
• therapist contributions
• common contributions.
He proposed a complex interplay between the factors, where the common 
contributions are the relationship itself and can be seen as a higher order contribution 
being formed from an interaction of the client and therapist contributions (or first 
order contributions ). Thus the therapeutic alliance could be seen as a transactional 
concept with the variables mutually defining each other. This model could be refined
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by changing the directional arrow so that the interaction is seen between the personal 
relationship and the collaborative relationship, rather than between the client and 
therapist directly. See figure 2.
TP(1) authenticity 
TP(2) warmth and 
acceptence
TP(3) unconditionality 
TP(4) empathy
Therapist
CP(1) mutual liking
CP(2) mutual understanding
CP(3) agreement on degree of intimacy
CP(4) agreement non degree o f directiveness
CP
The personal 
relationship
TC(1) expertness 
TC(2) engagement 
TC(3) efforts to strengthen 
patient expectations
PP(1) confidence 
PP(2) friendliness 
PP(3) compliance 
PP(4) receptiveness of 
empathy
Patient
The collaborative 
relationship
PC(1) working capacity 
PC(2) motivation 
PC(3) positive expectations
CC
CC(1) agreement on goals 
CC(2) agreement on tasks
Figure 2. Revision of Components of The Therapeutic Alliance with the interaction 
between the personal relationship and collaborative relationship empasised rather 
than the interaction between therapist and patient. All other factors remain the same 
as figure 1.
Whilst Hougaard specifies what the other interactions comprise of, he does not do 
this with the therapist client interaction. This is a potential weakness of the model. 
None the less, the model does provide the potential to answer some of the problems 
identified previously. It can be viewed as a framework whereby the current alliance 
measures are seen to be measuring different parts of the therapeutic alliance but not 
the totality. Hougaard suggests that the WAI measures common contributions and 
therapist personal contributions, the VTAS and CALPAS measure client task 
contributions and the Penn measures a little of everything, but is very poor at
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separating the different dimensions. From this model it might be possible to develop 
a measure of the alliance that reflects all aspects of it and is not skewed by one 
theoretical perspective. Not everyone would agree with this viewpoint however.
Given the number of measures of the therapeutic alliance currently available Henry 
et al (1994) suggest that no new measures should be developed, rather existing 
measures should be refined in terms of their reliability, validity and convergence. In 
addition they argue for the use of sophisticated statistical analysis in future research. 
Hougaard (1994) also argued for the use of statistical analysis e.g. multivariate or 
bivariate designs. He suggested using a combination of alliance measures to capture a 
global picture, as different measures are better at reflecting different components of 
the alliance. Thus the WAI and CALPAS or VTAS could be used in conjunction.
There is certainly an ever increasing number of alliance measures. Whilst most of 
the research into the therapeutic alliance has been concerned with individual 
outpatient therapy, there have been some more recent attempts to broaden this. The 
Couples Therapy Alliance Scale (Pinsof and Cathercell,1986) was developed 
specifically for use in marital therapy with couples. The CALPAS-G is a version of 
the CALPAS for use in group psychotherapy. It tackles the difficult task of measuring 
the therapeutic alliance between two cotherapists and group members. There are also 
measures of the alliance for family therapy (Martin and Allison, 1993) and child 
psychotherapy (Shirk et al, 1992), as well as attempts to look at the alliance in 
hospital settings (e.g. Gallop et al,1993). The latter have used the traditional scale 
developed for individual outpatient work and have suffered from this.
The transactional view of the therapeutic alliance is exciting and may be implicated 
in the rather disturbing finding of Horvath and Symonds (1991). They found that 
across all instruments, therapist alliance scales provided significantly poorer 
predictions of all types of outcomes than clients or observers ratings. There could be 
several reasons for this. The transactional view would be that where you are in the 
relationship defines your perspective on it. It may be due to the fact that some scales 
did not develop the therapist scale independently, rather it is a rewording of the client 
or observer scale. From a psychodynamic viewpoint, the countertransference may
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bias results. Or it could indeed be that therapists are poor judges of the relationship. 
This latter view, if true, would have significant implications for therapeutic training 
and practise.
So what has the discussion of measures added to our debate on whether the 
therapeutic alliance is myth or mystery? It seems that the main problem is the almost 
exclusive use of psychometric tests. Useful as these are, they cannot provide the 
whole picture. Whilst the call for psychometric measures to be improved and used in 
conjunction with sophisticated statistical analyses should be heeded, there is a danger 
that this would eclipse the use of qualitative measures which would not be viewed as 
rigorous enough to meet these criteria. The truth, as usual, is not in either/or but in 
well conducted research that has a broad base and draws on expertise from a wide 
area. The psychodynamic tradition has been justifiably criticised for lack of research 
rigour in the past. But we should not lose sight of the invaluable insights it has 
provided in term of e.g. its transcripts of client sessions. With the new emphasis on 
qualitative research there is an ideal opportunity to apply it to this area. Hougaard’s 
model may well provide a useful framework for doing this. Thus it seems that the 
current status of measures of the therapeutic alliance does not answer our question 
completely, but it does provide some evidence that the concept exists. The fact that 
measures of the alliance are often linked to outcome measures is often cited as proof 
that the therapeutic alliance exists, so it is to these we should look next.
Outcome Studies and the therapeutic alliance
In a review by Lubrosky et al (1988) 8 studies yielded a correlation between the 
therapeutic alliance and outcome of 0.50. Horvath and Symonds (1991) reviewed 24 
studies and found a mean correlation of 0.26 between measures of the alliance and 
therapeutic effect. They looked at studies of the alliance in a number of different 
therapies (e.g. Behaviour therapy, Cognitive therapy. Gestalt therapy and 
Psychodynamic therapy) and concluded that a strong alliance makes a positive 
contribution to outcome in all of them. These findings are encouraging, but when 
looked at more closely it is apparent that there is a considerable amount of variation.
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When considering outcome studies, the measure of outcome taken, as well as when 
the measure of the alliance is recorded, will influence the findings. Let us look at 
each of these points in turn.
In general, alliance measures are better at predicting outcome when the measures are 
tailored to the individuals, rather than broad outcome measures e.g. those measured 
by the Symptom Distress Checklist-90 (SCL-90: Derogatis et al, 1976). Henry et al
(1994) looked at long and short term psychotherapy and found that, in the former, 
alliance measures predicted outcome in terms of decrease in interpersonal problems, 
but in the latter alliance ratings predicted outcome in terms of decrease in 
symptomatology. They explain this finding in terms of short term therapy not 
allowing sufficient time for a decrease in interpersonal problems to be observed. This 
may indeed be the case but an alternative explanation is that it is more a reflection of 
the differences in the two types of therapy. Short term therapy is not just an 
abbreviated form of long term therapy. Rather the goals can be seen as different. In 
short term therapy the goal can often be symptom reduction, whereas in long term 
therapy the goal is often a more fundamental change of influencing patterns of 
relating to others. Qualitative data would be needed to know if this was the case in 
this study, but it raises the interesting prospect that the alliance may vary across 
different implicit goals.
Horvath and Luborsky (1993) found that early measures of the alliance were better 
predictors of outcome than later measures. The third session is often taken as a good 
point to measure the alliance in terms of this (Saltzman et al, 1976 ), although Watson 
and Greenberg (1994) suggested that the alliance may peak at different times 
depending on the nature of the client’s presenting problem. They looked at two 
groups of clients, one with depression and one with 'unfinished business'. In those 
clients with depression the alliance was initially low. It took 5-8 sessions to establish 
the tasks and goals of therapy and form a strong alliance. For those clients with 
unfinished business the alliance was formed more quickly. Watson and Greenberg 
attributed this to the clients with depression experiencing symptoms but not 
immediately understanding why. Thus it took some time to establish the goals and
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tasks of therapy. Whereas those clients with unfinished business had a focal problem 
and a goal defined and could negotiate the goals and tasks of therapy more easily.
Watson and Greenberg suggested we should be asking how the alliance changes and 
functions with different populations. Beck and Freeman (1990) described how the 
alliance may differ with clients who have a diagnosis of personality disorder.
Lubrosky et al (1985) point out that although the client and therapist long term goals 
may be the same e.g. overall relief of suffering, their short to medium term goals may 
differ widely. They give the example of a client seeking immediate relief from 
symptoms but the therapist seeing therapy as a process that may not immediately 
alleviate suffering. Thus a process of explanation and negotiation must be entered 
into, so that the short and medium term goals can be agreed and make sense to both 
client and therapist.
A number of authors (e.g. Luborsky, 1976) have spoken about the alliance as 
fluctuating over time. During the first few sessions of therapy the alliance is being 
established. If a strong alliance is formed it may not necessarily remain high 
throughout therapy. Rather it may rise and fall depending on a whole host of factors. 
These could be external to the therapy e.g. a life event such as the death of a loved 
one or a change of work requirements, or internal to the therapy e.g. the therapist 
cancelling several appointments or challenging a particular pattern of behaviour.
Gaston et al (1995) pointed out that when one looks at groups of clients, the alliance 
may not appear to change much over time. For some clients this is the case, but for a 
few clients there are important shifts in the alliance either up or down. She suggests 
that there are fluctuations in the alliance, not just between sessions, but within 
sessions. She calls these microruptures and macroruptures. Whether described in this 
way or some other, the important factor identified by these studies is to pay attention 
to the alliance ( Foreman and Marmar, 1985), and to repair any damage to it (Safran 
et al, 1990; Horvath and Marx, 1991). Gaston et al (1991) found that focusing on the
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problem in the relationship helped to improve the alliance, whereas focusing on the 
content did not. These studies have lead some authors to view the alliance as not 
merely an aspect of therapeutic gain, but as curative in itself. From the discussion by 
Gaston et al (1995) cited earlier Goldfried and Raue state (p22)
‘From the standard cognitive-behavioural point of view, it’s facilitative, not curative. 
Our own feeling, which comes in part from the ongoing influence of Les Greenberg, 
is that there are times when the alliance is curative in and of itself. This would 
typically not be considered as behaviour therapy unless you talk about radical 
behaviourism and in-vivo learning (e.g. Kohlenberg and Tsai,1989). However, we do 
believe for some clients, an accepting, nurturing, caring, and validating therapist, over 
a period of time, can help them feel more positive about themselves. This is not 
written about in all the cognitive-behavioural literature, but we believe it because we 
have experienced it personally and have seen it professionally.'
Despite the proposed fluctuations in the alliance, the limitations in the measures of 
the alliance and the variety of outcome measures used, the link between the alliance 
and outcome is a compelling argument. So if this concept does exist, what are the 
important factors that influence the quality of the alliance both in therapy and as 
associated to outcome. The research on these can be viewed as concerned with 
aspects of the client, the therapist or the interaction between them. Another line of 
research has concentrated on aspects of the therapy itself e.g. the techniques used in 
therapy or the treatment length. Let us consider each in turn.
In 1991 Horvath looked at 11 studies of client variables and the alliance. He 
categorised them into 3 areas:
• interpersonal capacity i.e. those variables such as the quality of social and family 
relationships and indices of stressful life events
• intrapersonal dynamics i.e. motivation, attitudes etc.,
• diagnostic features i.e. the severity of symptoms or prognostic indices.
Negative interpersonal and intrapersonal factors were often associated with a poor 
alliance in therapy, but the severity of symptoms had relatively little impact.
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Very little has been done on therapist variables and even less on the interaction 
between client and therapist variables. Kiesler and Watkins (1989) suggest it is not 
matching client and therapist variables that is important, but complementing each 
other. This fits with a point made by Hougaard (1994) who cited Wiggins (1982) 
interpersonal theories. These emphasise the match between individuals in a 
relationship, not just their contributions per se. It may be the areas of therapist and 
client-therapist factors that are most helpful to us. If we can understand what factors 
in the therapist are important in establishing or rebuilding an alliance we can begin to 
teach this both through training courses and in supervision.
When discussing techniques that influence the strength of the alliance a lot of 
attention has focused on the relationship between interpretations and the alliance. 
Piper et al (1991 ) found that where the alliance was weak supportive interventions 
were more helpful and brought about a more positive outcome. Where the alliance 
was strong, however, the use of interpretations was more beneficial. Another study, 
by Foreman and Marmar (1985) looked at 8 clients whose alliance measures were 
low. They found that in 4 cases there were a high level of interpretations and the 
alliance remained poor. In 4 cases there was a lower level of interpretations and the 
alliance improved. Whilst this study only looked at small numbers of clients, it does 
provide some useful information about therapist behaviour. Other studies have also 
made the link between interpretations and their influence on the alliance. Horvath & 
Luborsky (1993) suggest that the type of interpretation, the timing of the 
interpretation and the potential for the client to respond to it are all important factors 
in defining whether an interpretation will strengthen the alliance or not.
In contrast, treatment length has not been found to be important to the strength of the 
alliance. Horvath and Symonds (1991) looked at the alliance in treatments lasting 
from 4 sessions to over 50. They found no relationship between length of treatment 
and quality of the alliance and outcome of therapy. This has also been found by other 
authors (e.g. Kamin et al, 1993).
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From the research in this area it seems there are several avenues worthy of further 
investigation e.g. What variables affect the alliance and at what stage in therapy? Are 
different variables influential at different points in therapy or for different client 
populations. What does research into the alliance tell us about therapeutic failure as 
well as therapeutic success? In examining these questions there is an assumption that 
the alliance exists as a theoretical concept. Perhaps in measuring these different 
factors we are seeing the effect of important factors on therapy, rather than aspects of 
a unitary concept.
Conclusion
So, the therapeutic alliance: myth or mystery? It seems the question cannot be fully 
answered, but there are some interesting findings that cannot be brushed aside, 
despite the limitations in measures etc. which have been discussed. With a complex 
concept such as the therapeutic alliance qualitative measures may provide an 
invaluable key to understanding it, determining its’ existence and a theoretical 
perspective that can fully account for it.
To an extent, the concept of the therapeutic alliances' greatest strength is also its 
greatest weakness. It goes across theories and therefore therapies. But in its 
description and study theoretical issues have been left behind. To be pantheoretical 
should not be to be atheoretical. Does the concept truly exist as an entity in its own 
right, or is it merely a conglomerate of factors? Have we been led on by its clinical 
usefulness to suppose a theoretical concept exists? Some authors would certainly 
argue this point. The fact that the concept is complex however, does not deny that it 
is a concept. Surley this may argue in its favour. For human behaviour, particularly 
human interactions, are complex. Thus it seems likely that concepts to understand 
and explain human behaviour may also be complex. To deny the therapeutic alliance 
without rigorous investigation would be to fail to rise to the challenge. Whereas to 
pursue it could improve therapeutic activity and theoretical understanding. A heady 
goal, but one that has already been started.
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Introduction
Anger has been the subject of interest since the times of the early philosophers, yet 
psychological theoiy and clinical interventions have been far more prolific in the 
areas of depression and anxiety than with anger. Anger is a commonly experienced 
emotion (Averill, 1983). It can be an energiser, providing the motivation to stand up 
against perceived injustice or threat to self (Novaco, 1994). It can also be an 
uncomfortable emotion to experience however, possibly leading to conflict or 
aggression. Perhaps the uncomfortable nature of anger, or the social taboos that 
surround it are the reason why it has received comparatively little attention.
The aim of this review is to evaluate critically the efficacy of anger management 
therapy. In order to achieve this aim it is necessary to: (1) Discuss the definition of 
anger and how we diagnose anger disorders. This will include factors that impact on 
this, such as gender and cultural influences. (2) Examine briefly measures used in the 
research literature to determine whether a given treatment is effective or not. (3) 
Review the evidence provided by outcome and follow-up studies and what areas 
future research might usefully be directed towards. In this way we will explore 
whether the treatment of anger management difficulties is a controlled approach i.e. is 
it a well researched area with controlled outcome studies showing effectiveness?
Definition and Diagnosis.
The study of anger has been beset with the problem of confusion between anger, 
aggression and hostility. In recent years the position has been clarified with anger 
being defined as the emotion, hostility as a personality trait or set of attitudes and 
aggression as a behavioural phenomenon (Spielberger et al, 1983) Whilst anger and 
aggression are often linked, each can exist independently of the other. Averill (1993) 
used the analogy of a blueprint, in that it is easier to build a home (aggression) if there 
is a blueprint (anger). He continued the analogy to make the point that anger does not 
have to exist for aggression to occur, nor is it necessarily the cause of aggression. 
Similarly, anger can occur in the absence of aggression.
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Kassinove and Sukhodolsky (1995) point out that anger varies in its frequency, 
intensity, duration and expression. Deffenbacher (1994) emphasises that these 
differences exist not just between individuals, but within individuals across time or 
situations. He also identifies anger as being either functional or dysfunctional and 
occurring in response to: external and/or internal prompts, primary and secondary 
appraisals and momentary and enduring personal characteristics.
Whilst some authors would argue that emotions do occur without cognitive activity 
(Zajonc, 1984) others would argue that they are crucial to the understanding of 
emotions such as anger (Lazarus, 1984). Spielberger et al (1994) pointed out that 
definitions of anger are increasingly including cognitive aspects as well as affective, 
physiological and behavioural aspects.
The other difficulty apparent in the literature that has beset the study of anger, is that 
there are no generally accepted criteria for the diagnosis of anger disorders. Thus 
when looking at outcome studies to ascertain which therapy is the treatment of 
choice, the issue is confused by lack of conformity over the clients in the ‘clients with 
anger problems' group. This has led some authors (Deffenbacher, 1994) to call for 
the inclusion of anger disorders in the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition (DSMIV; American Psychiatric Association, 1994).
The link between anger and mental health goes back to Roman times (Kemp and 
Strongman, 1995) and anger is a feature in many of the disorders listed in DSM IV, 
but authors such as Deffenbacher see it as crucial to the effective understanding and 
treatment of these disorders that they are categorised in their own right. The 
argument is persuasive. It would certainly make the outcome study research more 
readily applicable and easier to compare and contrast treatment approaches. In the 
changing world of health care where targeting of resources and new monies are often 
attached to diagnostic labels, it might also provide a way for clients to access services 
or for money to be allocated to the provision of services in this area.
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It is far from straightforward however. With recent discussions as to the usefulness of 
the diagnosis of disorders such as schizophrenia (Bentall et all, 1988) issues such as 
lack of continuity of diagnosis across medical staff, adverse effects of labelling clients 
etc. have come much more to the fore. Frustration with the inadequacies of diagnosis 
have led authors such as Feinder(1995) to conclude that diagnosis tells us nothing 
more than whether a disorder is present or not, and even that is not consistent.
Currently the situation regarding the diagnosis of anger difficulties remains 
unresolved. In the absence of generally accepted, published criteria, the field is left 
open with most researchers and clinicians adopting a pragmatic approach, similar to 
that of Deffenbacher (1986) that anger is regarded as a problem when it causes the 
individual problems by its intensity and/or duration.
Certainly anger can have negative consequences for the individual that may lead them 
or those around them to seek help. Kassinove and Sukhodolsky (1995) examined the 
literature in the area and concluded that anger is often associated with low self- 
concept and self esteem as well as difficulties in both personal and work 
relationships, whilst the suppression of anger is related to hypertension, coronary 
artery disease and cancer (Suarez and Williams, 1989). Rosenman (1985) found 
negative health consequences associated with chronic and frequent anger.
Cultural and Gender Influences
One cannot understand anger, its expression and management, without taking into 
account the broader context in which these occur i.e. the cultural and gender factors.
It is appropriate to consider these two influences together as it seems likely the two 
will be linked, although there are no studies that look directly at this issue in relation 
to anger as far as this author is aware.
Averill(1982) pointed out that culture defines the norms regarding the expression of 
anger. He viewed anger as having a biological basis, but also as being socially 
defined, thus there are three levels: biological, psychological and sociocultural. He
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looked at gender differences in the experience of anger in a group of American 
college students and concluded that men and women become angry equally often, but 
that the way anger was expressed may vary with a number of factors, gender being 
one of these.
Kemp and Strongman (1995) make the important point that research into the social 
and cultural influences on anger is a new area of interest for psychologists and much 
of the work has been carried out by researchers from other disciplines e.g. sociology. 
Thus, we are often looking at conflicting views due, at least in part, to the difference 
in perspective. Some authors may be concerned with the rules pertaining to the 
expression of anger, whilst others may focus more on the individual’s experience of 
anger. Societal rules and norms may change regarding the expression of anger but this 
may or may not mean there will be changes in the individual’s experience of anger 
and vice versa.
An interesting new area of study has been that of language and anger. The premise is 
that cultural norms and rules are reflected in the language of that culture. Tanaka- 
Matsumi (1995) examined how different languages have different words for emotions 
and demonstrated how the word for anger in another language may not have an 
equivalent cultural meaning. Lutz (1982) described how the Ifulutz language has 
many different types of anger, but only one (‘song' or justifiable anger) is morally 
acceptable. Cross-cultural studies of this type have produced some interesting results. 
When looking at antecedents to anger, Scherer et al (1983,1988) found the theme of 
norm violation was common across western cultures and Japan.
The above studies emphasise the need to be aware that any treatment for anger 
problems is taking place within a cultural context which may be different to the 
cultural context of some of the participants, particularly as we live in an increasingly 
culturally diverse society. Crawford et al (1992) made the point that suppression of 
anger is not synonymous with the control of anger. They criticise anger management 
treatments as society’s attempts to suppress this natural emotion. The catharsis 
approach to emotion led to a widespread belief that the expression of emotion is a
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good and healthy state of affairs. There is evidence now, however, to show that this is 
not the case and that it can escalate anger, rather than reduce it (Berkowitz,1970; 
Lewis and Butcher,1992).
Society does indeed impose its own management of anger and this will be different 
for different cultures. Briggs (1970) described how the Utku Eskimos manage the 
expression of anger. They view it as threatening to social cohesion so isolate and 
avoid an individual who exhibits angry behaviours. Certainly the management of 
anger is not a new idea. Kemp and Strongman (1995) in their historical analysis of 
anger cite several examples of ancient philosophers writing about advice to control 
excessive anger that would not look out of place in a current treatment approach for 
example: being aware of irritants (triggers), listening to soothing music (distraction) 
and trying to see the event from the other person’s perspective.
Culture is also important in the treatment of anger difficulties. This can be more 
obvious when treating a client from a different culture, but within a culture there will 
be different cultural norms for accepted behaviour due to the individual’s position in 
society, age, gender etc. DiGiuseppe (1995) points out the importance of finding 
more adaptive coping strategies that fit the clients’ cultural norms so they are able to 
incorporate them into their repertoire of behaviours and make lasting changes.
Having considered the context in which the definition, diagnosis and treatment of 
anger problems will occur, the next step in is to look at how anger is measured. This 
is crucial, not only to the understanding of anger and the diagnosis of whether anger 
problems are present, but also in judging the efficacy of any given treatment.
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The Measurement of Anger
The difficulty with most measures of anger is that they rely, almost exclusively, on 
the self report by individuals. This assumes that individuals are aware of their 
responses, can recall them accurately and will then report them without censorship. 
Particularly given the cultural and gender issues already discussed, these assumptions 
are not without their problems. In addition, many measures fail to include assessment 
of the frequency, intensity or appropriateness of angry feelings.
Biaggio (1987) emphasised the need for reliable and valid measures of anger if one is 
to evaluate anger management treatments. She pointed out that different anger 
measures assess different dimensions of anger. Edmondson and Conger (1996) 
classified anger assessment methods using content classification. They identified 6 
categories i.e.
anger experience (e.g. the Trait Anger Scale; Spielberger, 1991)
anger behaviour- self report (e.g. Anger Expression Scale; Spielberger, 1991)
anger behaviour-observation (e.g. in group role plays etc.)
anger physiology- self report (e.g. Anger Symptom Scale; Deffenbacher et al, 1986) 
anger physiology- observation (e.g. galvanic skin response, blood pressure, heart rate) 
non-anger (e.g. Beck Depression Inventory; Beck et al, 1961).
Edmondson and Conger reviewed a number of outcome studies and calculated the 
effect size for each. They found that the effect size for treatment by relaxation as 
measured by anger physiology (self report), was large. The effect size for treatment 
by relaxation as measured by anger physiology (observation) however, was small. 
Also, they found that the effect size for treatment with social skills training as 
measured by anger physiology (self report) was small, conversely the effect size for 
treatment with social skills training as measured by anger physiology (observation) 
was large.
One possible explanation for these results could be that individuals do not see social 
skills training as directly related to physiology and therefore underestimate its effect.
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Similarly it could be that they do see relaxation as directly related to physiology and 
therefore overestimate its effect. Whatever the explanation for these findings they 
highlight the difficulties in relying purely on self report measures.
Averill (1983) suggested a different emphasis should be placed on self report. Rather 
than using questionnaires, researchers should look at the language used to describe 
the anger incident. He suggests this can provide rich information about how the 
individual constructs the emotional experience, their social expectations etc. 
Discourse analyses has been used more recently in studies (Harper, 1998) and may 
well provide a useful way forward with research in this area.
Novaco (1994a) highlighted the lack of a coherent theoretical framework in 
developing valid psychometric measures of anger and its control when he said:
‘The construction of anger measures has conspicuously neglected
theory.'(p326)
Novaco makes the point that most measures were developed out of clinical necessity 
rather than from a sound theoretical basis. Novaco also emphasised the importance 
of the environment on the experience of anger. He cites the example of Schachter 
and Singers (1962) experiment, where subjects were given an injection of adrenaline. 
Half were then shown a confederate being angry whilst the other half were shown a 
confederate being silly. Those subjects who were given no information about the 
effects of the drug, took on the emotion of the confederate they were exposed to. 
Those subjects who were given information about the drug took on this emotion 
regardless of the emotion displayed by the confederate. This suggests that 
environmental cues are important to the experience of anger rather than purely 
physiological data on its own.
Another criticism levelled at measures of anger is their failure to explore the link 
between anger and other emotions e.g. anxiety and depression. Salzinger (1995) cites 
Spielberger and Sydeman (1994) as dropping ‘I feel angry' from the trait portion of
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the anger questionnaire on the premise that this item relates better to the anxiety 
inventory. Salzinger claims this does nothing to explore the link between the two 
emotions. It may be that qualitative methods of data collection could be useful in 
exploring these links further e.g. by analysing clients’ accounts of experiencing the 
two emotions.
There are shortcomings that one should be aware of when reviewing the literature in 
this area, but it would be mistaken to assume that nothing can be learned from these 
studies. The problems that researchers into the efficacy of anger management 
treatments face in terms of clinical measures are by no means unique to this field. 
Rather they are common to many of the measures used in clinical research and the 
literature that accompanies it (Brown, 1998). Two of the most commonly used scales 
in anger research are the Spielberger Stait-Trait Anger Scale (Spielberger et al, 1983) 
and the Novaco Anger Scale (Novaco, 1994b). Both have high internal consistency 
and moderate(for the former)or high (for the latter) test-retest reliability 
(Novaco, 1994a).
Measures are typically used prior to treatment, during the assessment phase and 
treatment itself, and at follow-up. In this way we can evaluate whether treatment has 
been effective.
Outcome Studies
When looking at outcome studies for the treatment of anger problems two common 
difficulties are apparent in the literature. The first is that most of the studies are 
conducted on non-clinical populations, and the second is that where a clinical 
population has been used, the studies tend to be uncontrolled. This is a challenge 
faced by many researchers in the clinical area, but particularly in the field of anger 
management.
Since the work of Novaco (1975) there has been a tendency by some to use anger 
management as an ‘off the shelf' approach with little thought or reflection on the
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underlying principles and theoretical concepts. The result is that anger management 
is accepted within healthcare as a treatment for clients with anger problems. Thus, if 
controls are used at all, they tend to be waiting list controls who are not comparable 
in terms of input received. Single case study designs are rarely used, but offer an 
interesting alternative. The main difficulty with these is the poor attendance of 
clients with anger management difficulties. This makes the extensive collection of 
data prior to treatment starting, or the gaining of ethical approval for delaying 
treatment whilst data is collected, problematic.
Whilst a significant number of clients do seek help for anger problems, there are 
many that do so only at the instigation of others (be this a significant family member, 
work colleagues, employers or the judicial system). This is a challenge for those 
offering intervention to this client group, and poses a problem for outcome study 
research, in that given the high drop out rate, it is difficult to know how far we are 
able to generalise the results (i.e. are results obtained from clients who attend 
treatment generalisable to the whole population of clients with anger management 
difficulties?).
Many authors have written about the difficulties of engaging clients with anger 
management difficulties in a therapeutic alliance (e.g. DiGiuseppe,1995; 
Deffenbacher et al, 1994). One interesting suggestion is to use the Stages of Change 
Model (Prochaska and DiClemente, 1988) to enhance the opportunity for engaging 
clients in therapy. The suggestion is that by using this model one assesses where the 
client is in terms of the stage of change. The intervention is then directed at the 
appropriate level. This increases the likelihood of the client feeling listened to and 
understood by the therapist and thus engaging with them. As DiGiuseppe(1995,) 
points out, this has not yet been tested, but it has great intuitive appeal and may well 
prove useful in engaging clients in the therapy process.
Given the high non-attendance and drop-out rate of this client group it is not difficult 
to understand why many of the studies in the area have been carried out on non 
clinical populations. Deffenbacher is one of the most prolific researchers in this field.
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He uses college students for his studies selected by means of their having high scores 
on an anger questionnaire, reporting difficulties with their anger and volunteering for 
treatment. Deffenbacher has gone to lengths to ascertain that these students do not 
differ significantly from those seen at the college counselling service (Hazaleus and 
Deffenbacher, 1986), however it is apparent that they may well differ from the client 
population from Community Mental Health Team (CMHT) in terms of their age, IQ, 
socio-economic status etc. Whilst this does not necessarily mean the results from the 
Deffenbacher studies should not be applied to a clinical population, one cannot 
assume that a treatment shown to be effective for a sample of college students would 
automatically be effective for CMHT clients.
Over the last twenty years there has been a proliferation in anger management groups 
based largely on the work of Novaco (1975). He conceptualised anger in a similar 
way to anxiety and based his intervention approach on the Stress Inoculation Therapy 
of Michenbaum (1974, Michenbaum and Novaco, 1988). It involves 3 modalities i.e. 
cognitive, physiological and behavioural. Clients are educated about the nature of the 
angry experience and then taken through a variety of coping strategies from each of 
the modalities, practising each through role plays and homework assignments.
There have been a number of reviews of the outcome studies in this area. Warren and 
McLellam (1982) carried out a review of studies concerned with systematic 
desensitisation and concluded the results were ‘mildly promising', although there 
were a number of limitations to the studies i.e. lack of behavioural measures to 
determine change, use of no treatment controls (rather than placebo) and subjects not 
being from the clinical population.
Sharkin (1988) also reviewed studies where systematic desensitisation had been used 
as a treatment method as well as cognitive and other approaches. He concluded that 
the evidence for cognitive-behavioural treatments producing anger reduction was 
‘encouraging'. Neither of these reviews looked at the findings in terms of models of 
anger and the symbiotic relationship whereby studies reflect on models, increasing 
our understanding of the concept of anger and our treatment of difficulties with it, and
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models of anger guide the assessment and treatment of anger problems. Deffenbacher 
et al (1994) showed two conceptually different models of anger management to be 
effective (i.e. a cognitive-behavioural group and a process-oriented group counselling 
approach). This demonstrated the important point that we may know a little of 
whether a particular treatment is effective, but not why it is or how it works.
As reported earlier, Edmondson and Conger (1996) carried out a review of anger 
treatment studies from 1970-1994. They included 18 studies that met their inclusion 
criteria i.e. the participants were 18 years or older, they included at least one 
treatment and control group and the participants were not cognitively impaired nor 
were they child or spouse abusers. As previously stated, they calculated the effect 
size for each treatment to allow comparison between them. They found that 
relaxation, social skills training, cognitive and cognitive-relaxation therapies were all 
effective in the reduction of anger, but that the level of effect varied depending on 
whether one was concerned with the anger experience, behaviour or physiology and 
whether the measures used were observation or self report.
Edmondson and Conger suggest that, rather than there being one treatment approach 
that is ‘the best' for all anger problems, it is helpful to look at the aspects (i.e. 
cognitive, physiological and behavioural) of anger and the difficulties the client is 
experiencing and provide treatment accordingly. Thus if the client needs to change 
the way they express their anger, social skills training may be most appropriate, if 
however the client needs help to change their level of arousal when angry, then 
relaxation or cognitive-relaxation approaches may be more appropriate. Thus the 
need for outcome research to become more sophisticated is highlighted. There is a 
need for outcome research to ask not only whether a treatment is effective, but which 
treatment is effective for whom.
Tafrate (1995) also carried out a review of the outcome literature on anger. He 
pointed out that treatment in this area is hampered by having little information about 
the incidence and frequency of anger problems. He reviewed studies of adults with 
anger problems that were published from 1974-1994, included a control condition and
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where subjects received at least 2 sessions of treatment. Studies were included which 
had observer ratings and, physiological and/or self report measures of anger. 17 
studies met the inclusion criteria. As with the previous review, the effect size was 
calculated for each treatment. He pointed out that different therapies are based on 
different conceptualisations. He identified a number of treatment approaches that 
have been successful in reducing anger. These are cognitive therapies such as Self 
Instruction Training (Michenbaum and Goodman, 1971), Becks Cognitive Therapy 
(1963) and relaxation based therapies such as Masters et al (1987).
Some researchers have attempted to determine whether a combined treatment 
approach is more effective than single treatments. Certainly there is a common sense 
appeal to the philosophy that if one treatment is effective then a combination of two 
treatments will be doubly so. Deffenbacher et al (1988) carried out a study which 
used a comprehensive treatment package of relaxation and cognitive therapy 
compared to cognitive therapy on its own and a no treatment control. They found that 
there were significant reductions of reported general anger for both treatments, which 
were maintained at 15 month follow-up. There was also a reduced tendency to 
suppress anger reported by the subjects who received cognitive treatment in 
comparison to controls. Thus there was no significant difference between the two 
types of therapy despite the combination of approaches.
One possible reason as to why combined treatment approaches have failed to 
demonstrate increased treatment effects, could be lack of theoretical underpinning for 
this approach. The combination of approaches is not fully understood. Thus the 
study of which approaches can be combined for what reasons might be a productive 
way forward. Certainly combined approaches are popular with clinicians, who 
informally report them to be more comfortable for the therapists to run, the clients 
seeming more cohesive and willing to accept new ideas. Another reason for this 
result could be due, at least in part, to the fact that both treatment approaches were 
run over 8 weekly group meetings. It is possible that for a combined treatment 
approach to be more successful greater time is needed. Studies would need to be
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conducted to determine whether this was the case or not by looking at the effects of 
session and treatment length.
Conclusion
Has anger management benefited from a controlled approach then? From the 
evidence reviewed here there is a noticeable lack of controlled outcome studies on 
clinical populations in the literature. This challenges researchers in the area to find 
appropriate methodologies that include control data but are appropriate to the client 
group.
Many of the difficulties identified with research in this area are not unique to the field 
of anger and its management. Rather the field of clinical research and practice must 
rise to the challenge of finding ways of exploring and understanding complex areas 
such as human emotion and the treatment of difficulties related to this. It seems that 
a promising avenue is the renewed interest in the theoretical underpinnings to anger, 
its measurement and treatment. It seems that outcome studies have ‘grown up'. They 
have evolved from the simplistic (though necessary) question of ‘does this treatment 
work?' to begin to look at /Does this treatment work? If so, for whom, under what 
conditions and what does this tell us about our understanding of the concept?’ This is 
an exciting way forward that would bring the worlds of research and clinical practice 
much closer, to the mutual benefit of each.
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ABSTRACT
Objectives. To identify the attributional style of clients presenting with anger 
management problems and to determine whether this differs from that of depressed 
clients and non-clients.
Design. A between-subjects design was used. The independent variable was the 
nature of the clinical group: anger management problems, clinically depressed, and 
non-clinical controls. The six dependent variables were: level of depression, level of 
self esteem, explicit attributional style, implicit attributional style, level of anger, and 
responses to an anger provoking incident.
Method. The study compared 20 adults with anger management problems with a 
group of 17 adults with depression and 20 adults with no mental health problems.
The groups were matched for age, gender and employment status. Attributional style 
was measured using the Internal, Personal and Situational Attribution Questionnaire 
(IPSAQ; Kinderman & Bentall, 1996) and the Pragmatic Inference Task (PIT;
Winters & Neale, 1985).
Results. There was a significant interaction between group, attribution and event on 
the IPSAQ.
Conclusions. The results indicate an attributional style for clients with anger 
management difficulties that is similar to those clients with depression for negative 
events, but is similar to controls for positive events.
In terms of further research, other studies of this type are recommended to see if these 
findings are stable. If this proves to be the case, then longitudinal studies are 
recommended to determine the cause-effect relationship. In addition, studies are 
advised to determine the links between depression and anger difficulties and how this 
informs us about the attributional style in mental health problems more broadly.
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INTRODUCTION
Attribution theory has been applied to a range of mental health problems, with the 
most extensive developments occurring in relation to depression (Sweeney et al.,
1986). This work has shown that those in a period of depression differ in attributional 
style from clients with remitted depression and non-clinical controls. Stemming out of 
this work has been an interest in the attributional style of clients with other mental 
health problems (Buchanan & Seligman, 1995). There has recently been considerable 
research into the attributional style of people with paranoid styles of thinking (Bentall 
et al., 1994; Trower & Chadwick, 1995). This has linked with a growing awareness of 
the limitations of the current classification systems for mental health problems. 
Together, these factors have led to a call by some researchers to study individual 
symptoms rather than unitary concepts (Bentall et al., 1988) and even to the 
suggestion that attributional style could be used in the differential diagnosis of mental 
health disorders (Kinderman & Bentall, 1996).
In the literature there are some encouraging indications that the study of attributional 
style could be a useful way forward in understanding, and thus treating, clients with 
anger management problems (Trachtenberg & Viken, 1992; Graham & Hudley, 1994; 
Graham et al, 1995). Current approaches in the field of anger management with adult 
clients tend to focus on clients’ thoughts and behaviours in anger provoking 
situations. Whilst the cognitive component of such approaches is strong (Novaco, 
1975) researchers have tended to focus on attributions of responsibility in relation to 
anger in children, adolescents and mothers rather than specifically investigating the 
style of causal attributions made by clients referred with anger management 
problems.
This introduction aims to provide an overview of the research in the area of 
attributions in relation to mental health difficulties and, in particular, to identify the 
implications for research into the domain of attributional style and anger management 
problems. First it will be necessary to examine the literature concerned with 
attributional style and mental health problems. This has focused mainly on the area 
of depression, but more recently researchers have become interested in attributional
108
style and its possible relationship to the symptoms of psychosis. From these studies, 
self-esteem has been highlighted as possibly playing an important role in the 
relationship between attributions and psychotic symptoms. Thus a brief review of the 
literature on self-esteem, attributions and the symptoms of psychosis is covered.
Other mental health problems have received little attention in terms of attributional 
style, but bipolar depression and, to a lesser extent, bulimia are two areas where there 
has been some work. Whilst the literature investigating attributional style and mental 
health problems would seem naturally to guide further research broadening the range 
of mental health problems examined in this way, there is a body of literature 
concerned with the study of attributions and the emotion of anger that is worthy of 
review. These have been concerned with attributions of intent, responsibility and 
blame rather than the causal attributions that have been studied in the mental health 
field. They also cover a wide range of subjects including children, adolescents, 
mothers, husbands and wives. A review of these is helpful in providing information 
about the possible relationship between attributions and anger and thus allowing 
hypothesis to be formulated regarding the direction of the causal attribution one might 
expect in clients with anger management difficulties. Finally, in order to interpret the 
literature accurately it is necessary to understand the measures of attribution used. 
Thus the most common measures and issues relating to these are discussed.
Attributional Style and Depression
Research into the link between attributional style and depression can be traced back 
to the work of Abramson et al (1978). These researchers reformulated the learned 
helplessness model to account for the attributional style differences found in 
individuals suffering from depression. The reformulated learned helplessness model 
proposes that individuals make causal attributions for events based on three 
dimensions i.e. internal/external, stable/unstable and global/specific.
Sweeney et al (1986) carried out a meta-analysis of 104 studies all of which 
investigated attributional style in depression. They concluded that for negative events 
there was a reliable and significant association between depression and attributions to
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internal, global and stable causes. For positive events the relationship was weaker, 
with an association between depression and attributions to external, unstable and 
specific causes. These relationships were, in general, independent of the publication 
status of the research report, the depression measure used, the type of subject 
recruited (i.e. psychiatric vs. student) and the type of event (i.e. real vs. simulated). 
Whilst providing strong evidence that a typical depressive attributional style would 
tend to make internal, stable and global attributions for negative events this does not 
tell us the nature of the relationship between attributional style and depression. Much 
of the subsequent research in the area has focused on this issue and sought to 
determine whether the attributional style present in many clients with depression is a 
cause or consequence of the disorder. This literature is now discussed to examine 
whether the nature of this relationship has been clarified by the research to date.
Brewin (1985) reviewed accounts of attributional style and depressed mood and 
concluded there was no evidence that a particular attributional style preceded the 
onset of depression. Once depression had occurred however, there was evidence that 
attributions of negative events to internal, global and stable causes was associated 
with this. For positive events, attributions to internal, global and stable causes was 
associated with resistance to future depression. Thus, whilst there was no 
attributional style that could be said to predict depression, there was an attributional 
style associated with depression once it had occurred (i.e. attributing negative events 
to internal, global and stable causes) and an attributional style that was negatively 
associated with relapse (i.e. attributing positive events to internal, global and stable 
causes).
Parry and Brewin (1988) carried out a survey of 193 mothers in order to obtain 
information as to which model of depression was supported by the evidence. They 
outlined three models of depression:
1. The symptom model - the hypothesis that negative cognitions are a symptom of 
depression
2. The vulnerability model - the hypothesis that negative life events combine with 
cognitive vulnerability to precipitate depression.
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3. The alternative aetiology model - the hypothesis that either negative life events or 
negative cognitive style can precipitate depression.
The authors concluded that their results were largely consistent with model 3, but 
there was also some support for model 1.
In 1991, Tiggemann et al also addressed this issue. They looked at attributional style 
in 123 young adults (mean age at time 1,19.49 years) not suffering from mental 
health problems, at two time periods separated by three years. They found that 
individuals attributional style remained fairly stable over the three year period. In 
addition, attributing negative outcomes to global and stable causes and attributing 
positive outcomes to external and unstable causes were both associated with higher 
scores for depressive affect and hopelessness at time 1 and time 2. There was no 
evidence however, that attributional style preceded depressed affect. There was a 
correlation between negative life events and increasingly global attributions for 
negative outcomes, which could suggest a relationship between the occurrence of 
negative life events and a change in attributional style. Tiggemann et al concluded 
that these results were most consistent with the hypothesis that depressive 
attributional style is concurrent to, or a symptom of, depression.
Brewin (1985) came to a similar conclusion to Tiggeman et al. Following a review of 
the literature, Brewin (1985) stated that:
'... .the evidence reviewed indicates that attributions, like other cognitions, are 
probably influenced by clinical states. In addition, however, they do have 
considerable predictive value and may be involved in the process o f recovery from 
and coping with depression. ’ (p307).
Needles and Abramson (1990) investigated the issue of how people recover from 
depression. They suggested that the role of positive life events, and in particular 
major positive life events, in the course of depression has been under researched. In 
addition they suggested that the role of attributional style for positive outcomes has 
been overlooked. They postulate that whilst the relationship between attributional
i l l
style for positive events and depression may be weak, the role of this in recovery 
might be far stronger. They studied 42 students with scores of 16 or above on the 
Beck Depression Inventory and found that those who showed an enhancing 
attributional style for positive events and encountered more positive events showed 
dramatic reductions in scores for hopelessness and remission of depressive symptoms. 
Thus the attributional style for positive events may be important in the recovery 
process.
In summary, there is a significant amount of evidence that a pessimistic attributional 
style is associated with depression. In addition, the way in which attributions are 
made for positive outcomes may well be important to the course of, and recovery 
from, depression. The evidence that attributional style is important in precipitating 
depression is much less clear. This would suggest that when investigating 
attributional style in relation to other disorders, it would be important in the first 
instance to study individuals currently suffering from the particular disorder in order 
to ascertain whether their attributional style differed significantly from that of 
individuals with another mental health difficulty (e.g. depression where the 
attributional style has been heavily researched) and non clinical controls. If 
differences were found, the nature of these differences and the implications for the 
course of the disorder could then be investigated. This is the path that has been taken 
in the more recent investigations into the attributional style of individuals 
experiencing psychotic symptoms. It is helpful to briefly review the literature in this 
area next.
Attributional Style and Psychotic Symptoms
Studies in this area have focused, to a large extent, on those people with persecutory 
delusions, although more recently other types of psychotic symptoms have been the 
subject of investigation. The suggestion by Helmsley & Garety (1986) that delusions 
are essentially normal beliefs which arise from information processing biases, has led 
to the investigation of whether such biases are present in attributional style.
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Kaney and Bentall (1989) found that those subjects with persecutory delusions 
differed from depressed subjects in that they made external attributions for negative 
events and internal attributions for positive events. They also differed from non client 
controls in that, although the causal attributions were in the same direction, this was 
exaggerated to a far greater degree. Thus the authors developed the notion of an 
exaggerated self-serving bias being present in the attributional style of individuals 
suffering from persecutory delusions.
Candido & Romney (1990) also found the attributional style of paranoid individuals 
was opposite to that of those with depression. Kinderman et al (1992) examined this 
attributional style in more detail. They replicated the findings of Kaney and Bentall
(1989), but went on to ask independent judges to rate the statements of causal 
attribution given by depressed and paranoid subjects. They found that only the 
depressed group had made ratings that were consistent with those of the judges. This 
provides support for the idea that those with depression are more realistic in their 
attributional style (Alloy and Abramson, 1988). Judges rated causal statements as 
internal which the deluded subjects had rated as external. Thus the causal 
explanation given was similar for both depressed and paranoid subjects, but when 
required to make explicit ratings of these causal statements the paranoid subjects had 
attributed them in a way that was diametrically opposite to the depressed subjects.
Lyon et al (1994) had similar findings when using an implicit measure of attributional 
style i.e. the Pragmatic Inference Task (PIT; Winters & Neale, 1985). Winters and 
Neale developed a measure of implicit attributional style. This being the style 
operated by an individual when they are not asked directly to attribute causation but 
are asked to infer this when ambiguous information is presented disguised as a 
memory task. The explicit attributional style is that given by the individual when they 
are asked to make causal attributions in an explicit way. The assumption is that 
implicit attributional style will reflect more deeply held beliefs about causation which 
may, or may not, be the same as those explicitly stated. Lyon et al found that non- 
clinical subjects exhibited a self serving bias on the PIT and ASQpf (Attributional 
Style Questionnaire parallel form; Lyon et al, 1994). Paranoid subjects exhibited an
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exaggerated self-serving bias on the ASQpf but a self-blaming attributional style on 
the PIT.
These findings indicate that attributional style is an important factor in mental health 
problems other than depression. The research in this area has helped to enhance the 
understanding of the cognitions of individuals experiencing persecutory delusions and 
this has started to permeate through to the investigation of clients experiencing other 
symptoms of psychosis. This lends weight to the idea that it would be helpful to 
develop an understanding of the attributional style held in a range of mental health 
problems, which could include adults experiencing problems with anger management. 
It is also apparent that it would be useful to include measures of both implicit and 
explicit attributional style in such research. Much of the work on attributional style 
and depression or persecutory delusions has highlighted self-esteem as an important 
factor and questioned what role self esteem may, or may not, have in this relationship. 
The following section examines the relationship between attributional style and self­
esteem further.
Attributional Style and Self Esteem.
There is a close association between depression and self-esteem in the literature with 
the greater the level of depression being associated with the lower the individual’s 
self-esteem (Bemet et al, 1993). Low self-esteem is seen as both a cause and 
consequence of depression (Brown et al 1986). Silverstone (1991) measured self 
esteem in all referrals to a psychiatric clinic. In general, clients with mental health 
problems had lower self esteem than non client controls quoted in other research 
studies. He found a wide variation in self-esteem ratings for different diagnostic 
groups. Those clients with depression or a diagnosis of personality disorder had the 
lowest rating of self-esteem whilst those with anxiety had the highest. It was not clear 
whether this was a function of the type of problem experienced or the severity or 
length of difficulties.
More recently, Bentall and colleagues (Bentall et al, 1994; Kinderman and Bentall, 
1997) proposed that persecutory delusions can be viewed as a defence against low
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self-esteem. They suggested that discrepancies between perceived self and ideal self 
lead to negative events being attributed to external personal causes which, in turn, 
results in persecutory beliefs. This is similar to the view put forward by Zigler & 
Glick (1988) who suggested that paranoia is a coping mechanism to ward off the pain 
of depression and low self-esteem. Thus persecutory delusions act as a defence by 
projecting the responsibility for negative events onto the outside world. They also 
provide the individual with an inflated sense of self importance. The idea being that 
one’s self must be important for others to want to do you harm and pay so much 
attention to you.
Freeman et al (1998) questioned the assumptions made by Bentall and colleagues in 
viewing the relationship between self-esteem and persecutory delusions in this way. 
They put forward the alternative proposition that levels of self-esteem could reflect 
levels prior to pathology or the effect on self-esteem of suffering from a long term 
psychiatric disorder. They point to studies that show a number of variables related to 
suffering from psychosis influence self-esteem e.g. severity of illness, social 
functioning etc. Freeman et al carried out a longitudinal study over 18 months to 
investigate these assumptions. They found some evidence to support the hypothesis 
that persecutory delusions serve to maintain self-esteem in a sub-group of clients with 
persecutory delusions and normal levels of self-esteem. For the majority of 
participants however, self-esteem could be understood in the same way as for other 
mental health disorders, i.e. low self-esteem is linked to high levels of depression, 
symptom severity and hopelessness with an improvement in these factors being 
reflected in an improvement in levels of self-esteem. It could be that persecutory 
delusions do act as a defence in all clients with persecutory delusions, but that this is 
not clearly evident in the results because the defence is weak and does not operate 
well in some individuals leading to them exhibiting low levels of self-esteem. 
Alternatively it could be that self-esteem influences delusional thinking in other ways 
e.g. feeling excluded from the social world and therefore a potential target.
Thus the relationship, if any, between self-esteem and attributional style in 
individuals experiencing persecutory delusion is not clear cut and requires further 
investigation. The association between self-esteem and a wide range of mental health
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problems is clear, however, and the suggestion that this may have a link to 
attributional style would indicate the importance of including a measure of self­
esteem in any study of the attributional style of individuals experiencing particular 
mental health difficulties. There have been very few studies of attributional style in 
clients with difficulties other than depression and psychotic symptoms. These are 
briefly considered below.
Attributional Style and Other Mental Health Difficulties
Goebel et al (1989) investigated the attributional style of clients with bulimia. They 
contrasted bulimic attributional styles with those of non- eating disordered controls. 
Goebel et al point out that whilst cognitive therapy is widely used in the treatment of 
bulimia, studies have tended to focus on the individuals’ distorted attitudes to food 
and body weight rather than their distorted cognitions. Their results indicated that 
clients with bulimia tended to attribute negative events to internal, global and stable 
causes. Thus the attributional style was similar to that in depression. This study 
poses difficulties however, as the controls were recruited purely on the basis of an 
absence of an eating disorder, rather than the absence of mental health problems. 
Therefore it is not clear whether observed differences were between clients with 
bulimia and clients with other mental health problems, or between clients with 
bulimia and non-client participants, or both. This highlights the advantage of studies 
that incorporate controls of both clients with another mental health problem and 
mentally healthy samples. In this way the links, if any, between different mental 
health problems could be better understood.
The possible links between different types of mental health problems were an area of 
discussion in another study of attributional style, in this instance investigating the 
attributional style of clients diagnosed as having bipolar affective disorder. The study 
by Lyon et al (1998) compared currently manic bipolar clients with currently 
depressed bipolar patients and non client controls. They found that the currently 
depressed bipolar clients attributed negative events to internal, global and stable 
causes (on both implicit and explicit measures) in a similar way to those with 
unipolar depression. In contrast, those bipolar clients who were currently manic
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showed similar attributional style to the non-client controls on explicit measures of 
attributional style, but attributed negative events internally on the implicit measure of 
attributional style.
Lyon et al suggested that their results indicate some degree of psychological 
continuity across episodes of depression and mania in clients with bipolar affective 
disorder. Their hypothesis as to why this occurs is that clients with this disorder have 
an implicit negative self-schemata which leads to an instability of their self-esteem. 
When their self-schemata is primed they either consciously experience feelings of low 
self-worth and become depressed or their defensive responses are triggered and they 
become grandiose and manic. They suggest that a longitudinal design is required to 
determine whether their hypothesis is accurate and, if so, which factors are important 
in determining either course.
Lyon et al draw parallels between their own study and others investigating paranoid 
delusions in terms of attributional style and suggest that both paranoia and mania are 
closely linked at a cognitive level. They conclude by stating:
“ Given that depression, mania and paranoia all seem to involve abnormalities in the 
domains o f attributions and self-representations it may eventually be possible to 
construct a unified model o f these conditions. ” (Lyon et al, 1994p20).
Thus the research reviewed so far suggests that it is helpful to examine attributional 
style in different mental health problems. This should include information on clients 
level of self-esteem. Unlike studies in the areas of depression and psychotic 
symptoms which present a number of studies and a more coherent picture, research 
into attributional style in relation to anger is much more diverse. One reason for this 
is the diverse nature of the populations studied in the literature. Research has been 
carried out into the attributions made by children, adolescents, mothers and husbands 
linked to the emotion of anger. These studies focus on attributions of intent, hostility 
and blame unlike the focus in the depression and symptoms of psychosis literature 
where causal attributions have predominated the research. Whilst investigating the 
causal attributions of clients with anger management problems would follow on from
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the research into attributions and other mental health problems the work on anger and 
responsibility attributions may be helpful in making predictions about the direction of 
causal attributions in relation to anger management problems. Thus the research in 
the areas of attributions in relation to anger in children, adolescents, mothers and 
partners is reviewed next.
Anger and Attributional Style in Children and Adolescents
As with the adult literature, there is general support that children and adolescents with 
self-reported depression have a significant positive correlation between the level of 
depression and the attribution of negative events to internal, global and stable causes. 
There is a less strong negative correlation between the level of depression and the 
attribution of positive events to internal, global and stable causes. Several authors 
(e.g. Chiles et al 1980; Peterson & Craighead, 1986) have reported that 20-30% of 
adolescents diagnosed with depression also have a diagnosis of conduct disorder. 
Curry and Craighead (1990) attempted to examine the difference in attributional style 
between adolescents with a diagnosis of depression and those with a diagnosis of 
conduct disorder. They failed to find a significant difference between the two groups, 
but also did not find the expected association between attributional style for negative 
events and depression. They point out that this could be due to the small sample size, 
and that looking at differences in scores between attributions for positive and negative 
events can be misleading as the same score could be based on very different patterns 
of attributions for positive and negative events.
Whilst attributions and their relation to anger and aggressive behaviour have been the 
topic of investigation in the child and adolescent literature, they have tended not to 
focus on the attributional style as identified e.g. in depression, but on other aspects of 
attributions. For example, a number of studies have focused on the attribution of 
intent and found that aggressive children are more likely to attribute intent as hostile 
to a peer provocateur, particularly if the cause of the provocation is ambiguous 
(Review by Crick & Dodge, 1994).
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Graham and Hudley (1994) tested the hypothesis that this was due to attributions to 
hostile intent being more readily accessible in aggressive versus non aggressive 
children. The most accessible constructs are those most frequently or recently 
activated. They used three priming conditions to temporarily activate construct 
accessibility. The conditions were intentional, unintentional and control priming 
sentences followed by an ambiguous peer provocation vignette. They found a 
significant difference between groups in the unintentional and control priming 
conditions, in that the aggressive boys made more extreme judgements than the non- 
aggressive boys. For aggressive boys ratings of intent, anger and blame were equally 
high across all three priming conditions. They suggest that this supports the idea that 
construct accessibility is one information processing mechanism underlying 
attributional bias in aggressive children. It would seem however, that temporarily 
activating unintentionally was not sufficient to override the influence of a chronically 
accessible construct of perceived negative intent. They suggest that aggressive boys 
may chronically attribute behaviour as intended even when it is overtly positive in 
nature.
Trachtenberg and Viken (1992) used a crossed design to investigate child-teacher 
interactions. They found that aggressive boys tended to expect more hostility from 
their teachers in the same way that they expect a hostile response from their peers. 
Interestingly the non-aggressive boys also expected a more hostile response from the 
teachers towards their aggressive peers. Therefore it seems that aggressive boys do 
not have an attributional bias relative to their non-aggressive peers, rather they have a 
shared perception that aggressive boys are more likely to be involved in negative 
interactions with teachers compared to their non-aggressive peers. Thus the work on 
attributions in this area has tended to relate to the social context within which the 
attribution takes place. Consequently, interventions have also been directed in this 
way e.g. social skills training or improving excuse giving skills (Graham et al, 1995).
Other research with children has focused on the aspect of controllability. Yirmiya 
and Weiner (1986) investigated whether the causal responsibility for a negative event 
evoked anger. They compared three groups of children (aged 5, 7 and 9 years) who 
were presented with scenarios for not fulfilling a social contract e.g. not turning up to
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play with a friend as arranged. They found that the 7 and 9 year olds were more angry 
at controllable causes and less angry at uncontrollable causes. Weiner went on to 
investigate this aspect with adults in a study with Schmidt (Schmidt & Weiner, 1988). 
In this instance college students were presented with a scenario where another student 
asked to borrow their notes. In one condition the lack of notes was given as eye 
problems (uncontrollable), whilst in the other condition the lack of notes was due to 
going to the beach (controllable). The results were similar to the previous child 
study, with perceived control relating positively to anger and negatively to sympathy 
and helping judgements.
Linked to the research on children and adolescents has been an interest in the 
attributional style of mothers either when experiencing the emotion of anger, or when 
dealing with difficult child behaviour. Let us consider this briefly next.
Anger and Attributional Style in Mothers
Dix et al (1990) were interested in the effect of mood on cognitive processes, 
specifically in relation to parenting skills and disciplining scenarios. They based their 
work on the idea that concepts and experience (schemata) are stored in memory with 
an affective tag. The schema is then primed or activated by a mood consistent with 
its affective tag (Blaney, 1986; Bower, 1981). They suggest that parental anger 
primes anger-related cognitions that increases the likelihood of parents’ negative 
evaluation of the child’s behaviour.
Thus Dix et al carried out a study that investigated whether parental judgements 
reflect real differences in child behaviour or an emotion-induced cognitive bias. In 
order to do this they tested the effect of anger on a common discipline situation i.e. 
non-compliance with adult directions. Their hypothesis was that the emotion of anger 
would negatively bias mothers’ attributions in terms of :
1. their expectations about compliance
2. why non-compliance had occurred (causal attribution)
3. whether the child was responsible for the non-compliance (blameworthy)
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4. how forceful or disapproving to be.
Due to the difficulties of inducing real anger in a laboratory setting they used a home 
report method of data collection, whereby data was collected from the same mother at 
three time points, once when happy, once when angry and once when neutral.
Dix et al found that, when angry (as compared to happy or neutral), mothers did have 
more negative expectations of compliance, make more negative causal attributions for 
the non-compliance and were more disapproving in their response. This was true for 
ratings of both their own and unknown children (presented in a video) as well as in 
both overtly non-compliant and ambiguous situations. They also found that the 
judgements of mothers when happy tended to be more negative than that when 
neutral. These differences were not statistically significant however. It could be that 
emotional arousal per se is important in making more negative attributions, but that 
this effect is greater with negative mood (anger) rather than positive (happy). Dix et 
al conclude that their results are consistent with the schema activation hypothesis and 
suggest:
‘When negative affect is chronic and intense anger-induced cognitive biases may
distort appraisals o f interactions with children, promote negative conceptions o f  
children, and thereby stabilise and exacerbate negative interaction cycles. '
A study by White & Barrowclough (1998) also investigated mothers’ attributions in 
relation to problem behaviour of children, but when the mothers were experiencing 
depression rather than anger. The results were very similar to the study by Dix et al
(1990) in that mothers suffering from depression perceived the causes of problem 
behaviour as more stable, controllable and personal to the child than non-depressed 
mothers. In addition, they found that depressed mothers made more internal 
attributions about themselves as a cause of the child’s problem behaviour than non­
depressed mothers. White and Barrowclough interpreted their results in terms of 
attributional biases mediating coping responses and thus influencing parenting 
behaviour.
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This theme was consistent with the views of Johnson and Patenaude (1994) who 
suggested the causal attributions parents make regarding their child’s behaviour 
mediate their impact on the parent and thus influence their response to the child. 
Miller (1995) reviewed studies of parental attribution and concluded there was 
evidence for a relationship between attributions, parental affect and behaviour but the 
evidence to date does not establish cause and effect in this relationship.
One theme from this research that would be useful to investigate further, and relates 
to the adult field, is whether the attributional style found in mothers experiencing 
anger is similar to the attributional style of clients experiencing anger management 
problems and, more specifically, whether the tendency to attribute causality for 
negative events internally by depressed mothers but externally (to the child) by 
mothers who are angry is a consistent pattern.
The effect of the emotions of anger and depression on causal attributions has been 
picked up in the adult literature in the area of marital satisfaction and it is to this 
literature we turn next.
Anger and Attributional Style in Relation to Marital Distress
In 1990, Bradbury & Fincham reviewed studies in this area and concluded that there 
was strong evidence that causal explanations or attributions for marital events and 
behaviours discriminated distressed from non-distressed couples. That is, distressed 
couples tend to attribute causality for negative marital events in partner behaviour and 
see this behaviour as having stable and global influences on the relationship.
Fincham et al (1989) compared three groups of wives: maritally distressed, clinically 
depressed and maritally distressed and non-maritally distressed controls for both 
positive and negative partner behaviour. They found that the attributional style of 
maritally distressed wives differed from that of controls regardless of whether they 
were depressed or not. From this, Fincham et al suggest the relationship between 
causal attributions and marital distress is independent of depression. Whilst this 
could be the case, the claim would have been more convincing if they had included a
122
clinically depressed control group. Another study by Fincham & Bradbury (1992) 
found positive correlations between husband and wives causal attributions and anger.
Senchak & Leonard (1993) investigated the relationship between affect and 
attributions further. They studied 312 newlywed couples’ ratings on a number of 
dimensions i.e. own and partner’s depression and anger, attributions and marital 
satisfaction. They replicated the findings of previous studies in that attributions were 
significantly associated with marital satisfaction for both husbands and wives and this 
relationship was independent of both partners affect. In addition they found a 
relationship between affect and attributions, with husbands’ and wives’ depression 
and anger both being associated with decreased marital satisfaction and an increased 
tendency to attribute negative events to themselves and partner. There was some 
evidence that husbands attribute their wives’ anger externally i.e. to their wives. 
Whilst wives may attribute their husbands’ anger either externally (to their husbands) 
or internally (to themselves). Thus gender differences may be important to anger and 
attributional style.
This issue was addressed in more general terms in a study by De Meijer (1991). This 
investigated the effect of sex-stereotypes on the attribution of aggression and grief to 
body movements. Hall (1984) found that men and women differ in aspects of their 
non-verbal behaviour. De Meijer tested the hypothesis that it was the gender of the 
person experiencing the emotion (encoder) that was the determining factor rather 
than their non-verbal behaviour. He suggested the person viewing the encoder (called 
the decoder) makes attributions about the encoder based on their gender. Thus they 
may attribute expressions or an emotional state to an encoder that they view as 
appropriate to that encoders’ gender. He used actors trained to display movements in 
a set sequence and then videoed this. He found that the gender of the encoder did 
significantly influence the attribution of certain emotional states, but the gender of the 
decoder did not. Males were more likely to be attributed as experiencing anger and 
females were more likely to be attributed as experiencing grief.
Holtzworth-Munroe & Hutchinson (1993) went on from marital distress to investigate 
the area of attributions and marital violence. They point out that the study of
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cognitive processes in marital violence has only recently become an area of interest 
for researchers and has mainly taken the form of examining accounts of events by 
violent couples. They also point out that it is not yet clear from the research whether 
marital violence is a form of marital distress or a different phenomenon. They had 
three groups of men i.e. maritally violent men seeking therapy, maritally distressed 
but non-violent men, and happily married men. Their results indicated that violent 
men were significantly more likely than non-distressed men to attribute negative 
intentions and selfish motivation to their wives and to see her behaviour as 
blameworthy. The maritally distressed but non-violent group did not differ 
significantly from either of the other two groups. This seems to reflect a similar 
pattern to the mothers experiencing anger in the Dix et al (1990) study, in that in both 
cases the negative intent or motivation is seen as located in the other person.
Thus studies of marital distress and violence have tended to focus (as with studies of 
children and adolescents) on responsibility attributions rather than causal attributions. 
That is they have tended to investigate intent, motivation and blame rather than 
intemality, stability and globality. They provide useful insight into possible ways 
forward for research into causal attributions and allow some tentative predictions to 
be made as to the pattern of attributional style. Specifically, there are a number of 
indicators that causal attributions on the internal/external dimension could be 
predicted to be external.
Studies ( Crick & Dodge, 1994; Dix et al, 1990) have found that subjects who are 
angry attribute causes as external to themselves and internal to the target of the 
emotion, this target usually being another person e.g. child or spouse. This prediction 
is also supported by the study by Weiner (1982) cited earlier. This study examined 
non-clinical subjects and found the experience of anger was associated with 
attributions to external (i.e. internal to the target of the emotion), controllable and 
stable causes.
One study that did not support this notion is that by McKay et al (1996). These 
authors considered causal attributions, but with offenders rather than a clinical 
sample. McKay et al investigated the area of attributional style and offending
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behaviour by comparing the causal attributions made by offenders for both criminal 
offending and sexual arousal. The subjects were recruited into four groups i.e. those 
convicted of: child-sex offences, rape, property offences and violence against persons. 
They found that the child-sex offenders were significantly older than the other three 
groups so included age as a covariate in the analysis to correct for its potentially 
confounding effect. Their results indicated that child-sex offenders and violent 
offenders both attributed their offending behaviour to internal, stable and 
uncontrollable causes. In contrast, rapists and property offenders attributed their 
offending behaviour to external, stable and uncontrollable causes. This is only one 
study, and not specifically directed at the area of anger management, so care should 
be taken in generalising results. It does highlight the need to determine the 
attributional style of those individuals with anger management problems, as 
understanding this could potentially contribute to understanding the experience of 
being angry and other anger related behaviours.
In order to interpret the literature it is necessary to understand the measures used in 
the study of attributional style. The literature has been dominated by the Attributional 
Style Questionnaire (ASQ: Peterson et al, 1982), but more recently some 
shortcomings with this have been identified and alternatives proposed. Other areas of 
relevance are the use of real life versus hypothetical situations for measuring 
attributions and the use of implicit versus explicit measures of attributional style. 
These are discussed below.
Measures of Attributional Style
Table 1 depicts the measures of attributional style most commonly used in the 
literature. It outlines what they measure, how the measure is presented and the type 
of response recorded. If we are to investigate and understand the attribution-affect 
link it is vital to be able to measure the attributional style of individuals with 
confidence. A topic of debate in the literature has been whether measures should use 
hypothetical or real life events. One criticism is that the attributional style for 
hypothetical events may be different to that for real events. The attributional style for 
hypothetical events has proved to be a good predictor of depressive reactions
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following real life negative events however. Alloy et al (1988) argued that 
hypothetical events have several advantages over the use of real events. They are not 
context specific, so are more likely to reflect the cross-situational attributional style of 
the individual. They allow a wide range of events to be presented and the same 
events to be presented to each participant.
Table 1: Commonly Used Measures of Attributional Style
Name of 
Measure
What
Measured
Presentation
Format
Response
Format
Reference
Source
Pragmatic 
Inference Task 
PIT
Implicit 
attributional 
style on 
intemality 
dimension
Verbal 
presentation of 
vignettes
Verbal 
response to 
forced choice 
questions
Winters & 
Neale (1983)
Attributional
Style
Questionnaire
ASQ
Explicit 
attributional 
style on 
dimensions of 
intemality, 
globality and 
stability
Written 
presentation of 
hypothetical 
situations
Written 
statement of 
causation with 
rating on 
dimensions.
Peterson et al 
(1982)
Internal, 
Personal and 
Situational 
Attribution 
Questionnaire 
EPSAQ
Explicit 
attributional 
style on 
intemality 
dimension
Written 
presentation of 
hypothetical 
situations
Written 
statement of 
causation with 
ratings on 
intemality 
dimension
Kinderman & 
Bentall (1996)
Measures of implicit attributional style have proved useful research tools. Winters & 
Neale (1985) developed the Pragmatic Inference Task (PIT). This is presented as a 
memory task with 12 hypothetical vignettes derived from the ASQ. Both internal and 
external causality is implied in each vignette. Scores are obtained for internal and 
external positive and negative events. Lyon et al (1994) adapted an Anglicised 
version of the PIT for use in the UK as some items in the vignettes were specific to 
North America.
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One of the most commonly used measures of attributional style is the Attributional 
Style Questionnaire (Peterson et al, 1982). This is an explicit measure of attributional 
style that measures attributions in terms of the three dimensions of intemality, 
stability and globalness. Whilst the instrument is helpful in discriminating between 
groups, the reliability of the subscales has been reported to be poor (Rehm, 1988; 
Reivich, 1995). Some researchers have used composite scores in response to this (i.e. 
the sum of the three attributional dimensions). Peterson et al (1995) pointed out that 
this limits the inferences that can be made about the role of each dimension.
The intemality dimension has been highlighted as consistently producing lower 
reliability scores than the other two dimensions (Revich, 1995). Miller et al (1981) 
identified problems with this dimension and concluded that it confused the distinction 
between an individual’s actions and those determined by the situation.
Kinderman & Bentall (1996) also highlighted this aspect with their suggestion that the 
internal-external two dimensional scale confuses external attributions made to 
external others and external situations. They proposed three distinct attributional 
loci: the internal locus whereby causes of events are attributed to self, the external- 
personal locus whereby the causes of events are attributed to others and the external- 
situational locus, whereby the causes of events are attributed to circumstance or 
chance. In order to measure these loci they constructed the Internal, Personal and 
Situational Questionnaire (IPSAQ). Six subscales are generated from which it is 
possible to derive two cognitive bias scores: the Externalising Bias (EB) and the 
Personalising Bias (PB). A positive EB score indicates making causal attributions to 
self to a greater extent for positive events than negative events (a strong self-serving 
bias). PB indicates the proportion of external attributions for negative events that are 
personal as opposed to situational. Kinderman & Bentall (1996) report acceptable 
levels of internal reliability for all six subscales (Cronback’s a  mean = 0.675) which 
are superior to those reported for the intemality subscales of the ASQ given in this 
quote from Reivich (1995):
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‘Cronback’s a ’s for negative intemality between 0.44 and 0.52, for positive 
intemality between 0.39 and 0.40. ’ (Reivich, 1995, p27).
The reliability statistics (Cronback’s a  ) for the EB and PB reported by Kinderman & 
Bentall revealed acceptable levels of internal reliability and the composite scores 
were unrelated to each other. In a parallel form’s validity study Kinderman & Bentall 
(1996) showed that the IPSAQ and ASQ measured similar constructs of bias and self - 
blame. The correlations were moderate but highly statistically significant. Further 
analyses revealed that the distinction between attributional style was sensitive to 
differences in the other measures used (Beck Depression Inventory; Beck et al, 1978 
and Paranoia Scale; Fenigstein & Vanable, 1992). This validates Kinderman & 
Bentall’s three-way distinction in the intemality dimension of attributions. They 
suggest that:
‘Further research is required to determine whether different types o f clinical disorder 
can be distinguished on the basis o f IPSAQ responses. ” (Kinderman & Bentall, 1996, 
p264).
The idea that the IPSAQ could be used to aid in the difficult task of differential 
diagnosis one that is worthy of further investigation. Certainly the studies published 
that have used the IPSAQ have helped to expand the debate and understanding of the 
symptoms of psychosis and possible mechanisms these might seiye. This, in addition 
to the increased reliability and validity on the internal/external dimension (compared 
to the ASQ) of the measure, suggest it would be useful in the investigation of 
attributional style of people with mental health problems. This would allow 
comparison across mental health problems, highlighting differences and similarities. 
This in turn could lead to a better understanding of those disorders.
The IPSAQ is limited in that it is an explicit measure of attributional style. Given that 
this has been shown in some disorders to differ from implicit measures, the use of the 
PIT would seem advisable to complement the information gained from the explicit 
measure e.g. the IPSAQ. Thus a more rounded picture could be obtained and
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comparisons made between other disorders e.g. depression where implicit and 
explicit measures reveal much the same pattern of attributional style and paranoid 
delusions, where implicit and explicit measures reveal different patterns of causal 
attribution.
Implications for this Research
Thus the literature to date has established that attributional style is important to 
certain clinical disorders and that there may well be benefits in extending this 
investigation to other mental health problems. The difference in attributional style as 
measured by implicit and explicit tools has also been highlighted. Other possible 
areas for the study of attributional style would include that of difficulties with anger 
where there are some tentative indications that one might expect individuals to 
attribute negative events to external person rather than to external situation or internal 
factors.
From this review it is apparent that different patterns of causal attributions for 
negative events are present with different mental health problems. That is negative 
events being attributed to internal, stable and global causes in depression. In paranoid 
delusions, negative events being attributed to external, specific and unstable causes 
on explicit measures but to internal, global and stable causes on implicit measures. 
Whether the attributional style predisposes to the disorder is much less clear, but the 
evidence is strong that the attributional style runs concurrent to it. To a lesser extent 
there is some evidence that this could also be true for causal attributions for positive 
events. Thus in depression there is a tendency to attribute positive events to external, 
specific and unstable causes. In paranoid delusions there is a pattern of attributions 
for positive events to internal, global and stable causes on explicit measures but to 
external, specific and unstable causes on implicit measures.
The suggestion in the literature has been that attributions for positive events, at least 
in terms of depression, may have more importance for the course of the disorder 
rather than the particular type of disorder studied. These findings have led to the 
suggestion that it could be beneficial to study other mental health problems in this
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way so that a better understanding of mental health problems in general, and specific 
disorders in particular, can be obtained. This could aid in improved differential 
diagnosis and understanding of the mechanisms involved in the different disorders 
studied. The role of self-esteem has been highlighted as of possible importance to 
the mechanisms of these disorders.
In terms of the research into anger and attributional style it is apparent from this 
review that the work in this area has tended to focus on responsibility attributions 
rather than causal attributions that have dominated the clinical literature. Whilst 
differing in perspective, they do provide some evidence that would support a 
hypothesis of attributions for clients with anger management problems favouring 
external person, rather than external situation or internal causes.
Research Aim
The main research aim of this study is to identify whether clients presenting with 
anger management problems have an attributional style which differs from other 
groups (i.e. non-client and depressed). The hypothesis is that clients with anger 
management problems will attribute negative events to external person more than to 
external situation or internal causes.
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METHOD
Participants
The participants were selected to fit into the conditions of people with anger 
management problems, people who were clinically depressed (clinical control) and 
non-clinical controls. The age and gender of participants is shown in Table 2 below.
Table 2: Details of age and gender of participants recruited to take part in this 
study.
Conditions
Anger Depression Non-clinical
Controls
Age in years:
mean 32.6 35 33.1
standard deviation 8.7 10.6 8
range 17-53 18-58 18-50
Gender:
number of males 11 6 11
number of females 9 9 9
Thus the groups were fairly well matched for age and gender. More details of 
participants are included in following sections.
Ethical considerations
The main ethical concern in this research was the use of an implicit measure of 
attributions. The PIT is presented as a memory task, therefore participants were 
unaware that they were giving information on attributional style at this point. This 
was considered acceptable, however, as in the sheet given to participants prior to the
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collection of data it stated that information would be collected on what they thought 
the causes of certain imaginary situations were. Thus all participants had given 
permission for this data to be collected. In the debriefing it was made clear that the 
memory task (PIT) was actually a measure of implicit attributional style. Ethical 
permission for the study was granted by Winchester and Eastleigh Health Care NHS 
Trust Ethical Committee (see Appendix 1 for letter of approval), and all participants 
were treated according to the rules governing psychological research published by the 
British Psychological Society.
Design
A between-subjects design was used in this study. The independent variable was the 
nature of the clinical group: anger management problems, clinically depressed, and 
non-clinical controls. Six dependent variables were: level of depression, level of self 
esteem, explicit attributional style, implicit attributional style, level of anger, and 
responses to an anger provoking incident.
Measures
Six scenario and questionnaire-type measures were used in this study: the Anger 
Provoking Incident designed specifically for this study, the Beck Depression 
Inventory (BDI: Beck, 1978), the Pragmatic Inference Task (PIT: Winters & Neale, 
1985 ), the Rosenberg Self Esteem questionnaire (R.S.E.: Rosenberg, 1965), the 
Internal, Personal and Situational Attribution Questionnaire (IPSAQ: Kinderman & 
Bentall, 1996), and the Novaco Anger Scale ( NAS: Novaco, 1994). In addition, a 
cassette recorder was used to play the PIT vignettes. Each of the scenario and 
questionnaire measures are described in more detail below.
The Anger Provoking Incident form (see Appendix 2) consists of 7 questions relating 
to an incident that occurred recently that caused the participant to experience anger. 
They self-report what the incident was, where and when it occurred. They also record 
their thoughts before, during and after the incident and who/what they attribute as 
causing the incident and bringing it to an end. This format was included to
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incorporate qualitative data on anger provoking situations and the attribution of 
causality for these.
The BDI (see Appendix 3) is a self- report measure of depression. It consists of 21 
questions, each of which contains 4 statements. The participant chooses one 
statement from each question that most accurately describes the way they have been 
feeling over the last week. Scores are classed as 0-9 minimal, 10-16 mild, 17-29 
moderate and 30-63 severe. As a measure of depression it has been reported to have 
good validity (Kendall et al, 1987) and an alpha reliability coefficient of 0.80 in a 
population of individuals with major depressive disorder (Beck & Stem, 1987).
The PIT (see Appendix 4) is a measure of implicit attributional style which is 
presented as a memory task. It consists of 12 short, hypothetical vignettes of 6 
positive events and 6 negative events randomly ordered. All vignettes imply both 
internal and external causality and are derived from the original ASQ (Peterson et al, 
1982). Each vignette is presented verbally followed by 4 forced choice questions. 
Only one question is scored for each vignette, this being the forced choice between an 
internal or external attribution. Thus a score is obtained for internal and external 
attributions for both positive and negative events. A PIT self serving bias score (PIT 
SSB) can be obtained by subtracting the number of internal attributions for negative 
events from the number of internal attributions for positive events. An anglicised 
version of the PIT was developed by Lyon et al (1994) which was used in this study.
The RSE is a frequently used, self-report, measure of attitudes towards the self. It 
consists of 10 statements. The participant rates themselves on a 4 point scale(i.e. 
strongly agree to strongly disagree) in the direction of negative self-esteem. Scores 
range from 10-40 with the lower the score, the more that participants have agreed 
with positive self-statements and disagreed with negative self-statements. High 
scores indicate low self-esteem. The RSE was originally designed for use with 
adolescents (Rosenberg, 1965) but more recent research has seen the RSE used 
widely with adult participants despite it not being standardised for use with this 
population nor having norms available. For adolescents, the coefficient alpha was
0.86; and test-retest reliability over a one year interval was 0.69 (Rosenberg, 1989).
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The IPSAQ (see Appendix 6) is a self-report measure of explicit attributional style. It 
consists of 32 questions with 16 positive and 16 negative hypothetical situations.
Each question gives a hypothetical situation e.g. ‘A friend gives you a lift home.’ 
followed by a request to write down one major cause as to why this happened. The 
participant then rates their causal statement as to whether it is something about them, 
the other person/ people or something about the situation (circumstance or chance). 
Scores are obtained for attributions to internal, external person and external situation 
for positive and negative events. From this, two cognitive bias scores are obtained: 
the Externalising Bias (EB) and the Personalising Bias (PB). The EB is calculated by 
subtracting the number of internal attributions for negative events from the number of 
internal attributions for positive events. Thus a positive EB score indicates a 
tendency to blame oneself less for negative events than for positive events.
Conversely a negative EB score indicates a tendency to blame oneself more for 
negative events than for positive events. The PB score is calculated by dividing the 
number of personal attributions for negative events by the sum of the personal and 
situational attributions for negative events. Thus a score of 0.5 or more represents a 
greater tendency to use personal, rather than situational, external attributions for 
negative events. Validity and reliability data for this questionnaire have been 
presented in the introduction.
The NAS (see Appendix 7) is a development of the Novaco Provocation Inventory 
(Novaco, 1988). It is a self-report measure of anger. It consists of two parts, the first 
being 48 statements that describe things people think, feel and do. Each statement is 
rated on a 3 point scale: never true, sometimes true, and always true. The second part 
of the questionnaire consists of 25 items that describe situations. These are rated on a 
4 point scale of the amount of anger the participant would feel if the situation actually 
happened to them (not at all angry to very angry). Scores are obtained for 4 domains: 
cognitive, arousal, behavioural and situational. The higher the score for part A, the 
more participants are experiencing anger related thoughts, feelings and behaviours. 
The higher the score for part B, the higher the frequency of anger experienced in 
relation to certain situations. The scale is reported to have high internal consistency 
(0.94-0.96) and good test-retest reliability of 0.83-0.90 (Novaco, 1994).
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Procedure
The three groups of participants were selected in slightly different ways, due to the 
nature of the group. The anger management participants were referred to the 
Winchester, Romsey and Eastleigh Community Mental Health Teams (CMHT) by 
General Practitioners (GP) who had identified the problem. They were then assessed 
by a member of the CMHT (e.g. Psychiatrists, Community Psychiatric Nurse, or a 
Social Worker specialising in mental health). If the anger management problem was 
confirmed by that professional, the person was referred to a Clinical Psychologist and 
then seen by the researcher. Thus participants were recruited on a consecutive basis, 
the sample comprising of the first 20 clients referred to the service who were willing 
and eligible to take part.
Participants eligible for the depressed group followed the same route in that they were 
referred to the CMHTs by their GP with a diagnosis of depression. They were then 
seen by a member of the CMHT and assessed against the DSMIV criteria for major 
depressive episode (see appendix 8). If the diagnosis was confirmed by that 
professional, the person was referred to the Clinical Psychologist. If the client 
matched the anger group participants in terms of age and gender, they were seen by 
the researcher.
All participants in the anger and depressed groups were out-patients at the time of the 
study. Initial contact with potential participants was made via letter (see appendix 9) 
with an information sheet explaining the nature of the research (see appendix 10). 
Clients were excluded if they had a primary diagnosis other than anger management 
problems or depression. They were also excluded if they had a concurrent secondary 
diagnosis. Those in the depression group were excluded if experiencing psychotic 
symptoms. Those in the anger group were excluded if they received a score of 30 or 
more on the Beck Depression Inventory (i.e. severe). 4 clients were excluded from 
the study, 3 from the anger management difficulties group and 1 from the depression 
group. Their details are given in Table 3 below.
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Table 3: Participants who were excluded from the study. Details of their age, 
gender, length of time they had experienced problems and reason for exclusion.
Gender Age in 
years
Problem duration 
in years
Reason for exclusion
Anger Male 45 3 BDI > 30 (i.e. 36)
management Male 24 8 BDI > 30 (i.e. 40)
difficulties Male 24 4 Mixed diagnosis
Male 37 2 BDI >30 (i.e. 41)
Depression Male 28 2 Psychotic symptoms
Non-clinical controls were recruited through canvassing work colleagues and friends 
of work colleagues, who matched the anger management participants in terms of age 
and gender. An attempt was made to obtain a variety of different participants, rather 
than just health care workers. This was done by canvassing work colleagues to 
enquire whether their acquaintances would be willing to participate. In this way, non- 
clinical controls were recruited who were unemployed, retired, manual workers etc.
If the candidate indicated they were interested in participating they were given or sent 
an information sheet. They were then asked if they would be willing to take part in 
the study.
Mutually convenient appointment times were arranged for those participants who 
agreed to take part in the study. On arrival at the appointment, the following 
procedure was adopted (a copy of the procedure used by the experimenter may be 
found in Appendix 11):
1. The participant was greeted and allocated a client number.
2. Participants were asked if they had received the information sheet and if they 
had any questions about the nature of the research. If participants had not
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received the information sheet, or could not remember receiving it, they were 
given a copy to read.
Participants were asked to sign the consent form (see Appendix 12). 
Participants were asked if they had any reading or writing problems. If the 
answer was affirmative, the experimenter read the questionnaires out and 
recorded the answers on behalf of the participant.
The inclusion criteria were read out. Three different criteria were used for the 
three groups: anger questions for the anger group (see Appendix 13), low mood 
for the depressed (see Appendix 14), and mental health questions for the non- 
clinical controls (see Appendix 15). As there are no DSMIV criteria for anger 
management problems a second rater sat in for 5, randomly selected, anger 
interviews. They separately rated the participant’s response to the anger 
questions. In all cases the 1st and 2nd rater agreed on the inclusion/exclusion of 
the participant.
Participants were asked to think of an incident that had caused them to feel 
angry recently. Questions from the 6Anger Provoking Incident’ form were read 
out and the participant’s verbal response recorded.
The Beck Depression Inventory was then administered. The first question was 
read aloud by the experimenter, to check the participant’s understanding, and 
the rest of the inventory was self administered.
The Pragmatic Inference Task was then administered by playing each vignette 
in turn on the cassette machine followed by the experimenter reading the 
questions relating to that vignette aloud and recording the participants response. 
The Rosenberg Self Esteem Scale was then administered by the experimenter 
reading the first question aloud, to check the participant’s understanding, and 
the rest of the scale was self administered.
Then the Internal, Personal and Situational Attribution Questionnaire was 
administered. The first question was read aloud by the experimenter, to check 
that the participant’s understanding, and the rest of the questionnaire was self 
administered.
The Response to Provocation questionnaire was administered by the 
experimenter reading the first question aloud, to check the participant’s 
understanding, and the rest of the scale was self administered.
12. If the participant was a referred client (i.e. the participants in the angry and 
depressed groups), the experimenter returned to the role of clinician and 
conducted the clinical interview.
13. Finally, participants were thanked for their help in the research study and 
provided with feedback on their performance on the questionnaires.
14. The data were than taken from the various questionnaires together with the 
participant’s personal data and client number and transferred onto an SPSS 
spreadsheet for analysis.
Analysis
In keeping with the design. Analysis of Variance was performed for each of the 
dependent variables. Post-hoc contrasts were performed where statistical significance 
permitted. The Response to Provocation data were categorised using content analysis 
method. The main stages of the analysis were as follows:
1. The answers for each question were assessed for the development of a mutually 
exclusive and exhaustive coding scheme (see appendix 16).
2. A sample of questionnaires was tested against the coding scheme to make sure that 
the categories were exclusive and exhaustive.
3. Both of the analysts were trained in the coding scheme.
4. Both analysts undertook classification of the respondents’ answers independently.
5. The reliability of the coding scheme was assessed by computing the Spearman 
correlation coefficient between the two analysts codings, which proved acceptable 
(r = 0.822, pO.OOl).
6. The classifications of the first analyst were accepted as the basis for the 
interpretative analysis.
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RESULTS
In order to simplify the presentation of results, individuals with anger management 
difficulties will be referred to as the ‘anger’ group, individuals with depression 
forming the psychiatric control will be referred to as the ‘depressed’ group and 
individuals with no mental health difficulties will be referred to as the ‘control’ 
group.
There were no statistically significant differences between the three groups in terms 
of age (F=0.157, d.f =2, 54 p=NS), gender (%M).301, p=NS) and employment status 
(%W.6, p=NS). Neither were there statistically significant differences between the 
two clinical groups in terms of the length of time which they had experienced mental 
health problems (t = -0.61, p=NS), as shown in Table 4.
Table 4: Length of Time Anger and Depressed Respondents had Experienced 
Problems
Length of Problems 
Mean__________ s.d.
Groups
Anger 4.76 yrs (4.98)
Depressed 5.9 yrs________ (6.1)
There were statistically significant differences between the groups in terms of certain 
characteristics. There were greater numbers of participants in the anger group who 
experienced literacy problems(x2= 9.27, p<0.01) and relationship difficulties (%%= 
28.98, pO.OOOOl) as shown in Table 5.
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Table 5: Number of Respondents Who Experienced Relationship Difficulties 
and/or Literacy Problems.
Groups
Anger Control Depressed
Relationship
Difficulties
Yes
No
19
1
2
18
9
8
Literacy Problems
Yes
No
6
14
0
20
1
16
T tests were carried out on the responses to the attributional style questionnaires (i.e. 
the IPSAQ and the PIT) to compare the scores of those respondents with relationship 
difficulties and those without. T tests were also carried out on the responses to the 
attributional style questionnaires (i.e. the IPSAQ and the PIT) to compare the scores 
of those respondents with literacy problems and those without. Bonferroni correction 
was applied to correct for the number of comparisons made. None of the tests 
achieved significance. Thus differences between the groups in terms of attributional 
style could not be accounted for by relationship difficulties or literacy problems.
Beck Depression Inventory
The BDI means and standard deviation scores for the three groups are shown in Table 
6 and Fig. 1. One-way ANOVA revealed significant between-group differences for 
the BDI scores (F= 46.76, d.f. = 2,54, p< 0.0001). A post hoc Tukey test revealed all 
3 groups were statistically significantly different from each other (p< 0.05). The 
depressed group have the highest mean score (high levels of depression), the controls 
have the lowest (normal) and the anger group fall between the two (moderate levels 
of depression) as shown in Fig 1.
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Table 6: Mean scores on BDI.
BDI
mean s.d. level of 
_________________ depression
Groups
Anger 14.5 7.17 moderate
Control 6.5 4.81 normal
Depressed  27.94 8.09_____high
FIG 1: Mean scores on BDI for the anger, depressed and control groups.
Mean Scores on BDI
Mean 
Scores 
on BDI
Anger Control Depressed
Group
N.B. The higher the score the greater the level of depression.
Rosenberg Self Esteem Questionnaire.
The RSE means and standard deviation scores for the three groups are shown in Table 
7 and Fig 2. One-way ANOVA revealed significant between-group differences for 
the RSE scores (F=13.21, d.f.= 2,54, pO.OOOl). A post hoc Tukey test revealed all 
three groups were statistically significantly different from each other (p< 0.05). The
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depressed group have the highest mean score (lowest self-esteem) and the control 
group have the lowest mean score (highest self-esteem). This followed the same 
pattern as that for scores on the BDI with the anger group falling between the two as 
shown on Fig. 2.
Table 7: Mean Scores on the RSE.
RSE
Mean___________ s.d.
Groups
Anger 24.1 6.33
Control 19.4 5.02
Depressed______28.76____________ 5.07
FIG 2: Mean scores on RSE for the anger, control and depressed groups.
Mean Scores on RSE
20
10
Anger Control
Group
Depressed
N.B. The higher the score, the lower the level of self-esteem.
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Relationship Between BDI and RSE
Pearson correlations were calculated for each group between BDI and RSE scores. 
All three groups had a significant positive correlation as shown in Table 8. Thus a 
relationship was demonstrated between high levels of depression (as measured on the 
BDI) and low levels of self-esteem (as measured by high scores on the RSE).
TABLE 8: Pearson Correlation for BDI and RSE
Pearson Correlation
Correlation Significance
Coefficient
Groups
Anger r = 0.7013 p<0.005
Control r = 0.6631 p<0.005
Depressed r = 0.5266 p<0.05
Novaco Anger Scale
The NAS mean and standard deviation scores for each group are shown in Table 9 
and Figure 3. One-way ANOVAs were computed for the Part A, Part B and total 
scores. Statistically significant differences were found between the two clinical 
groups and the controls for Part A (F = 13.91, d.f. = 2,54, p < 0.0001), Part B (F = 
6.72, d.f. = 2,54, p < 0.005) and the total score (F = 12.06, d.f. = 2,54, p < 0.0001). 
Tukey test revealed the two clinical groups were only separated by their responses on 
Part A of the questionnaire, which measures anger related thoughts, feelings and 
behaviours rather than the situations in which one experiences anger (as shown in 
Table 9).
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Table 9: Results of NAS: giving the mean and standard deviation for Part A, Part 
B and the total score for the anger, control and depressed groups. Also giving the 
results of post-hoc analysis on Tukey Test.
Groups
Anger 
Control 
Depressed 
Between Group 
Differences 
Tukey Test
Part A
mean (s.d.)
102.45 (16.36) 
78.3 (11.44)
91.23 (15.33)
Novaco Anger 
Scale 
Part B
mean (s.d.)
66.40 (13.53) 
54.00 (9.39)
64.24 (10.63)
All groups differ 
significantly from 
each other.
P<0.05
Total Score
mean (s.d.)
168.85 (27.42) 
132.30 (19.25) 
155.47 (24.01)
Significant 
differences 
between clinical 
groups and control 
only
p<0.05_________
Significant 
differences 
between clinical 
groups and control 
only
p<0.05_________
FIG 3: Mean scores on the NAS for the anger, control and depressed groups
120
Anger Control Depressed
Group
N.B. The higher the score the greater the level of anger.
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Relationship Between NAS Part A and RSE
Pearson correlations were calculated between NAS Part A and RSE scores. A weak 
but significant positive correlation was revealed ( r = 0.289, p< 0.05). Thus a weak, 
but significant, relationship was demonstrated between high levels of angry thoughts, 
feelings and behaviours (as measured by high scores on the NAS part A) and low 
levels of self-esteem (as measured by high scores on the RSE).
The Internal, Personal and Situational Attributions Questionnaire
The mean numbers of attributions made to internal, extemal-person and extemal- 
situation for both positive and negative events for all groups on the IPSAQ are shown 
in Table 10 and Figs. 4 and 5.
Table 10: Results from IPSAQ: The mean (and standard deviation) scores on 
each of the six subscales of the IPSAQ for the anger, control and depressed 
groups. Also the Externalising Bias and Personalising Bias scores.
Group
Anger Control Depressed
mean (s.d.)_______ mean (s.d.)________ mean (s.d.)
IPSAQ subscale
score
Positive Events
Internal 8.30 (2.90) 8.50 (3.15) 7.94 (3 11)
Personal 3.45 (2.46) 3.35 (2.32) 5.00 (2.32)
Situational 4.25 (2.02) 4.10 (2.79) 3.05 (1.85)
Negative Events
Internal 8.40 (3.10) 6.55 (2.46) 8.53 (3.04)
Personal 3.75 (2.50) 5.75 (2.15) 4.29 (2 69)
Situational 3.85 (1.98) 3.70 (2.36) 3.23 (2.59)
Cognitive Bias
Externalising Bias -0.05 (3.59) 1.85 (4.36) -0.59 (3.32)
Personalising Bias 0.47 (0.21) 0.63 (0.22) 0.58 (0.26)
(negative events)
Personalising Bias 0.40 (0.26) 0.46 (0.22) 0.64 (0.19)
(positive events)
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The statistical procedure undertaken followed Kinderman and BentalTs (1997) 
approach. A full factorial multivariate analysis of variance revealed no main effect 
for group ( F = 0.3, d.f. = 2, 54, p = N.S.) meaning that there is no statistically 
significant difference between the groups when taken as a single factor. Neither was 
there was a main effect for type of event i.e. positive or negative (F=0.68, d.f.=l,54, 
p=N.S.), which means that there is no statistically significant difference between 
events when taken as a single factor. There was a main effect for attributions (F  = 
51.57, d.f. = 2,108, pO.OOl), but no statistically significant interaction between 
group and attribution (F =  1.19, d.f. = 4,108, p = N.S.). Neither was there a 
statistically significant interaction between attribution and event ( F = 1.23, d.f. 
=2,108, p=N.S.). This means there is a difference between attributions, but this 
cannot be accounted for by the interaction between attributions and group 
membership, nor by the interaction between attributions and events. There was a 
significant interaction between group, attribution and event ( F = 2.75, d.f. =4,108, p< 
0.05) which means that different groups made different attributions to different 
events.
In order to understand the significant interaction between group, attribution and event 
it is necessary to consider Figs. 4 and 5. Fig. 4 shows the attribution of causation of 
negative events to internal, external person or external situation as rated by the three 
groups on the IPSAQ. Fig. 5 shows the attribution of causation of positive events to 
internal, external person or external situation as rated by the three groups on the 
IPSAQ.
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Fig. 4: Attribution of Causation of Negative Event on IPSAQ 
Causation of Negative Event IPSAQ
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Attribution of Causation of Positive Event on IPSAQ
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To further clarify these scores, the two cognitive bias scores of Externalising bias 
(EB) and Personalising Bias (PB) were calculated (Table 10). Kinderman and Bentall 
(1997) suggested a positive EB score (as obtained by the control group) indicates a 
tendency to blame oneself less for negative events than for positive. A negative EB 
score (as obtained by the depressed and anger groups) indicates a tendency to blame 
oneself more for negative events than for positive.
PB scores for both positive and negative events were calculated. Kinderman and 
Bentall (1997) give a cut off point of 0.5 for these scores. Thus PB score > 0.5 
indicate a tendency to use personal, rather than situational, external attributions for 
events. A PB score <0.5 indicates a tendency to use situational, rather than personal, 
external attributions for events. This has been used for the interpretation of these data 
as follows. When attributing externally, the depressed group have a PB scores > 0.5, 
indicating a tendency to make personal external attributions for both positive and 
negative events. The anger group when attributing externally, have a PB score of < 
0.5, indicating a tendency to use situational external attributions for both positive and 
negative events. The control group when attributing externally, indicate a tendency to 
use situational external attributions for positive events (PB score < 0.5) and personal 
external attributions for negative events (PB score > 0.5).
The Pragmatic Inference Task
The PIT requires subjects to give events an absolute internal or external score. As 
intemality and externality scores were mutually exclusive only the internal scores 
were used when looking at positive and negative events. The mean scores obtained 
on the PIT for positive and negative events are shown in Table 11 and Fig 6.
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Table 11: Internality Scores on the PIT
Positive Events Negative Events
mean (s.d.) mean (s.d.)
Groups
Anger 2.30 (1.38) 2.95 (1.05)
Control 2.70 (1.41) 2.40 (1.27)
Depressed 1.88 (1.41) 3.18 (1.13)
N.B. Higher scores indicate a higher number of internal attributions for events
Two-way ANOVA (group x positive versus negative events) was computed for the 
scores obtained on the PIT. This showed that the group main effect was not 
significant (F=0.07, d.f.=2, p= NS). The event main effect was approaching 
significance (F=3.88, d.f.=T, p<0.054) as was the group x event interaction (F=3.11, 
d.f.=2, p<0.053).
Fig 6: Internal PIT scores: Mean number of internal attributions for both 
positive and negative events on the PIT for the anger, control and depressed 
groups.
Internal PIT Scores
■n  Anger
■» ...... Control
■es  Depressed
positive negative
Loci
Ü
149
Content Analysis of the Open-ended Questionnaire
All of the classifications of the qualitative data by rater 1 were correlated with those 
of rater 2. Spearman correlation was r = 0.822 p< 0.001, indicating a high degree of 
correspondence between the two raters, which supports the categorisation scheme 
used. Analysis of questions 3 and 4 (at what time of day the incident occurred and 
who was present ) is omitted as they do not provide any useful additional information.
Question 1: Describe an incident that occurred recently that made you feel 
angry.
Table 12 shows the responses to Question 1. These were classified according to the 
description of the causation of the event, into the categories of environmental (e.g. 
noise, cooking smells, etc.), direct family (i.e. spouse and children), and general 
others (e.g. wider family, friends, shop assistants, etc.).
Table 12: Responses to Q l: The percentage of participants in each of the three 
groups who described the incident that had made them angry as due to 
environmental factors, direct family or general others (as judged by the raters).
Anger
Groups
Control Depressed
Cause of Incident
Environmental 0 25% 12.5%
Direct Family 70% 25% 37.5%
General Others 30% 50% 50%
chi square 74.75 12.56 22.1
P <0.001 <0.01 <0.001
In no cases did the respondent give an account which the raters judged to have been 
caused by themselves. In all groups the respondent was more likely to give a 
response indicating other people, rather than environmental factors, as the cause of 
the incident. In the control and depressed groups this was more likely to be general 
others, whereas in the anger group it was more likely to be direct family.
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The responses to Question 1 were then classified to correspond with the scoring of the 
IPSAQ i.e. whether the account given by the respondent attributed causation for the 
anger provoking event as caused by internal factors, external person or external 
situation. Fig. 7 shows the number of attributions obtained for each group when the 
causation of the negative event was rated in this way.
Fig. 7: Causation of negative event (judges): Number of causal attributions to 
internal, external person or external person (as judged by raters) for the negative 
event described in Ql.
Q1: Causation of Negative Event Judges
30 
20
Number of 
Attributions
10
o r ' i - r
Internal External Person External Sitution
Loci
Question 2: Where did it occur?
Table 13 shows that of those incidents reported, the anger and depressed groups were 
more likely to have been at home when the incident occurred, with the control group 
fairly evenly split between home, work/school and leisure.
-n   Anger
-# -------  Control
-E   Depressed
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Table 13: Responses to Q2. Percentage of participants in the anger, control and 
depressed groups who were at home, work/school or at leisure when the anger 
provoking incident occurred.
Anger
Groups
Control Depressed
Place of Incident
Home 65% 35% 50%
Work/School 10% 30% 20%
Leisure 25% 35% 30%
chi square 48.96 0.51 22.64
P <0.001 N.S. <0.001
Question 5: What were your thoughts before, during and after the incident?
Table 14 shows the thoughts before, during and after the event for each group. 
Thoughts before the event comprise categories: positive (e.g. thoughts of being happy 
or relaxed), negative (e.g. thoughts about a future or past negative event), and neutral 
(e.g. thoughts about what they were doing that were neither positive or negative). 
Thoughts during the event were classified into the categories: provocation from 
another, considering their own actions as ineffective, and other (e.g. thoughts about 
the action that should be taken and thoughts about keeping calm). Thoughts after the 
event were classified into blaming the other person for the event, blaming oneself for 
the event, and relief that the event was over.
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Table 14: Responses to Q5. Thoughts before, during and after the anger 
provoking incident for each of the three groups.
Anger
Groups
Control Depressed
Thoughts:
Before
positive 15% 50% 25%
negative 85% 35% 69%
neutral 0% 15% 6%
chi square 124.76 18.7 63.26
P <0.001 <0.001 <0.001
During
Provocation from 65% 60% 56%
other
Own actions being 25% 15% 31%
ineffective
Other 10% 25% 13%
chi square 48.9 33.79 28.27
P <0.001 <0.001 <0.001
After
Blaming other 20% 25% 25%
Blaming self 75% 35% 44%
Relief 5% 40% 31%
chi square 82.33 3.5 5.69
P <0.001 N.S. N.S.
From this it can be seen that the anger and depressed groups were more likely to 
report having negative thoughts prior to the incident. The control group were more 
likely to report positive thoughts prior to the incident. During the incident, the most 
frequent response for all groups was thoughts about the provocation from the other 
person involved. A quarter of the anger group and approaching a third of the 
depressed group reported thoughts of their own actions being ineffective. After the 
incident, the most commonly reported response from the anger group was thoughts of 
blaming themselves. The control and depressed groups were both fairly evenly 
divided between thoughts of blaming the other person, blaming themselves and relief.
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Question 6: Who or what do you think caused the incident?
Table 15 and Fig 8 show the proportion of attributions to internal, external person and 
external situation for each of the groups. For all groups the most common response 
indicated that the other person was the cause of the incident.
Table 15: Responses to Q6. Percentage of participants in the anger, control and 
depressed groups who attributed the anger provoking incident to internal factors, 
external person or external situation.
Anger
Groups
Control Depressed
Cause of incident
Internal 29% 0% 36%
External person 71% 79% 50%
External situation 0% 21% 14%
chi square 77.24 101.48 19.97
„P ................... <0.001 <0.001 <0.001
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Fig. 8: Q6 Causation of Negative Event as Rated by the Participant: Number of 
attributions to internal, external person or external situation (as judged by 
participants) for the causation of a negative event described in Ql.
Q6 Causation of Negative Event Participant
Number of 
Attributions
5—
Internal External Person External Sitution
Loci
Anger
Control
Depressed
Question 7: Who or what do you think caused the incident to end as it did?
Table 14 and Fig. 9 show the proportion of attributions to internal, external person 
and external situation for each of the groups. For all groups the most common 
response was that they caused the incident to end as it did.
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Table 16: Responses to Q7: Percentage of participants in the anger, control and 
depressed groups who attributed the end of the anger provoking incident to 
internal, external person or external situation.
Anger
Groups
Control Depressed
Ended the
incident
Internal 79% 58% 71%
External person 21% 33% 21%
External situation 0% 9% 8%
chi square 101.48 36.39 67.06
JP......................... <0.001 <0.001 <0.001
Fig. 9: Q7 Causation End of Negative Event: Number of attributions to internal, 
external person or external situation (as judged by participants) for the end of 
the anger provoking incident described in Ql.
Q7: Causation End of Negative Event
Number of 
Attributions
Internal External Person External Sitution
Anger
Control
Depressed
Loci
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Summary of Results
The results are summarised in Tables 17 and 18.
Table 17: Summary of Results from Standard Questionnaires
Variable Result
BDI Depressed > Anger > Control
The depressed group had the highest level of depression 
and the control group had the lowest.
RSE Control>Anger>Depressed
The control group had the highest level of self-esteem and 
the depressed group had the lowest.
Highly correlated with BDI.
Weak but significant correlation with Novaco Part A
Novaco Part A Anger > Depressed > Control
The anger group had the highest level of angiy thoughts, 
feelings and behaviours and the control group had the 
lowest.
IPSAQ Interaction between group, attribution and event.
PIT No statistically significant differences found.
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Table 18: Summary of Results from Open-ended Questionnaire
Variable Result
All groups: All groups were more likely to see the other person as 
causing the incident and themselves for causing it to end 
as it did. All groups reported provocation from other as 
most common thought during the event.
Anger group: Reported more incidents at home, involving direct family, 
preceded by negative thoughts and concluded by blaming 
self. During the incident a quarter reported thoughts of 
their own actions being ineffective.
Depressed group: Reported more incidents at home, involving general 
others, preceded by negative thoughts. Their thoughts 
were evenly split between blaming oneself, blaming 
others or relief when it ended. During the incident a third 
reported thoughts of their own actions being ineffective.
Control group: Reported an even spread across incidents occurring at 
home, work and leisure. Most likely to report incidents 
with general others. Their thoughts were more likely to 
be positive before the incident and evenly split between 
blaming oneself, blaming others or relief when it ended.
158
DISCUSSION
The aims of this research were to determine the attributional style of clients referred 
with anger management problems (anger group) and compare it to that of a 
psychiatric control group, namely those with depression (depression group) and 
individuals free from mental health problems (control group). These aims have been 
achieved. On the IPSAQ a significant interaction was found between group, 
attribution and event. This is a complex interaction of factors that indicates different 
groups make different attributions to different events. Results on the IPSAQ show that 
the overt attributional style of clients with anger management problems is to attribute 
both positive and negative events internally to much the same extent (Fig 4 and 5). 
They attribute negative events in a similar way to clients with depression (Fig 4). For 
positive events, they tend to attribute these in a similar way to controls (Fig 5). When 
they do make external attributions, the anger group tend to attribute to external 
situation for both positive and negative events (using the Kinderman and Bentall,
1997, cut off point).
It is helpful to look at the attributional style of the anger group on the IPSAQ in the 
light of the hypothesis that the anger group would attribute negative events to external 
person more than to external situation or internal causes. In fact the anger group tend 
to attribute negative events internally (Fig. 4). If they do attribute a negative event to 
external causes, they are more likely to choose situational factors rather than external 
person (using the Kinderman and Bentall, 1997, cut off point). Thus the hypothesis 
was rejected. There has not been specific research carried out on the causal 
attributions of clients with anger management problems prior to the current study, as 
pointed out previously, so it is not possible to compare this result directly with that 
from other work. The evidence on which the hypothesis was based came from studies 
focused on attributions of intent, hostility and blame carried out with different subject 
groups (e.g. children, adolescents, mothers and husbands). Several of these studies 
reported e.g. aggressive children are more likely to attribute intent as hostile to a peer 
provocateur (Crick & Dodge, 1994). This and other similar findings discussed in the 
introduction (Graham & Hudley, 1994; Bradbury & Fincham, 1990; Senchak & 
Leonard, 1993; Holtworth-Munroe & Hutchinson, 1993) were taken as an indication
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that clients in the anger group might attribute causation of negative events to external 
person, but this has not proved to be the case.
The differences in the findings could be due to the different participants being 
investigated. Thus adolescents or mothers may respond differently to those clients 
referred to a mental health team with anger management problems. Indeed the 
participants in the other studies (e.g. maritally distressed couples or mothers) were not 
clinical groups, thus one might argue that their results should be more similar to the 
control group in this study, rather than the anger group. In fact, this is the case. 
Mothers in the Dix et al study (1990) attributed the blame for a negative event 
externally (i.e. to the child) in a similar way to the control group in this study. White 
and Barrowclough (1998) found that depressed mothers attributed blame for a 
negative event with their child internally, in a similar fashion to the depressed group 
in this study. In the one study that looked at causal attributions with offenders, 
McKay et al (1996) found that offenders convicted of crimes of violence against 
person(s) attributed their offending behaviour to internal causes. Whilst this is only 
one study and it deals with offenders rather than clients with anger problems, it does 
lend some tentative support to the idea that the attributional style of clients with anger 
management difficulties cannot be assumed from looking at the style of other 
individuals experiencing anger. This would suggest that studies on clinical 
populations are very important to carry out despite the difficulties in doing this.
Another explanation could be the measures used were unreliable, although this seems 
unlikely as both report good reliability as outlined in the introduction. The IPSAQ is 
a fairly new questionnaire (Kinderman & Bentall, 1996), but the PIT has been used in 
several studies (e.g. Lyon et al, 1994).
It may help to clarify the findings if they are looked at in the context of the data from 
the open-ended questionnaire. Ql asked the respondents to describe an incident that 
had occurred recently which had made them angry. Responses were rated by two 
independent judges. In no cases did the respondent give an account which the judges 
rated to have been caused by themselves. In all groups the respondent was more 
likely to give a response indicating other people, rather than environmental factors, as
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the cause of the incident (Figure 7: Causation of Negative Event as Rated by the 
Judges). This was also the case when the respondent was asked in Q6 who or what 
they thought had caused the incident. Again the most common response was that the 
other person was the cause of the incident (Figure 8: Causation of Negative Event as 
Rated by the Participant). This is in line with the research outlined in the introduction 
where blame is located in the other person, but at variance with the results as found 
on the IPSAQ where causation was located internally.
The causation of a negative event as rated on the IPSAQ can be seen in Figure 4.
This is very similar to the responses to Q7 i.e. ‘Who or what do you think caused the 
incident to end as it did?’(Figure 9), but quite different to the pattern of responses as 
shown in Figures 7 and 8. The IPSAQ and other measures of causal attributions are 
measures of attributional style. Attributional style is a way of attributing positive and 
negative events that goes across situations and across time. As discussed in the 
introduction, these measures have been criticised for using hypothetical situations 
rather than real life events. Thus the difference in findings could be a result of this 
factor. It has been found however, that responses to hypothetical situations are a good 
predictor of depressive reactions following real life negative events (Alloy et al,
1988).
It seems possible that when researchers ask about attributions of responsibility and 
blame in relation to real life events they receive responses in line with those received 
for Q1 (Describe an incident that occurred recently that made you feel angry) and Q6 
(Who/what do you think caused the incident?). These are obviously subjective in 
nature, but not necessarily due to attributional bias relative to non-aggressive 
respondents. As cited earlier, Trachtenberg and Viken (1992) found that both 
aggressive boys and their non-aggressive peers shared the perception that aggressive 
boys were more likely to be involved in negative interactions with their teachers. In 
this study all three groups responded in very similar way to Q1 and 6. When 
respondents were asked who or what caused the incident to end as it did, the pattern 
of responses is very similar to that found with the IPSAQ. This seems to suggest that 
for Q7 (Who/what do you think caused the incident to end as it did?) the attributional 
style of the individual had been activated, thus their answers were more in line with
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that found on the IPSAQ. In this way the attributional style apparent on the IPSAQ 
may reflect a more habitual way of making causal attributions for events which has 
come into play when the respondent is asked about the incident as a whole, rather 
than the initial ‘Who/what caused it?’ (who is to blame?). Thus the difference 
between causal attributions and responsibility attributions seems to be a very 
important one, with the possibility that different patterns are apparent for each.
In terms of negative events, the anger and depressed groups tend to attribute in a 
similar way (Fig 4). There is discussion in the literature that individuals with 
depression are more realistic in their attributions for negative events whereas those 
without mental health problems have a self-enhancing bias (Alloy & Abrasion, 1988). 
Again it may be helpful to look at the results in the context of information from the 
open-ended questionnaire. It provides support for the internal attribution of negative 
events by those in the anger group, in that they reported thoughts after the anger 
provoking incident of blaming themselves (Table 12: 75% of respondents in the anger 
group reported these thoughts). In addition, those in the anger group were more likely 
to have experienced relationship problems. The anger incidents they reported were 
more likely to occur at home and involve direct family (i.e. partner or children). It 
may be that in this type of situation the client with anger management problems is 
unwilling to attribute causation for a negative event to another person, instead 
attributing the causality to themselves most of the time. This begs the question as to 
whether the attributional style of clients with anger management problems is a cause 
or consequence of the disorder, in a similar way to the question being asked about 
clients with depression (Brewin, 1985; Parry & Brewin, 1988; Tiggeman et al, 1991). 
This study was not designed to address this question but it would certainly be an area 
for further research.
Whilst the literature has focused more on attributions for negative events, in some of 
the recent studies discussed in the introduction there is a suggestion that attributional 
style for positive events may be important to the process of recovery (Brewin, 1987; 
Needles & Abrasion, 1990). In terms of attributions for positive events as measured 
on the IPSAQ, the anger group attributed in a similar way to the control group (Fig 5).
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The way in which those in the anger group attribute positive events may help to 
explain the results obtained on the BDI and RSE. These are both explicit measures in 
the same way that the IPSAQ is. Explicitly the anger group attributed positive events 
internally to almost the same extent as they attributed negative events to themselves 
(Fig 4 and 5). This may, to an extent, act to preserve their self-esteem and protect 
them from higher levels of depression
In the introduction the role of self-esteem as related to studies of attributional style 
was discussed (Brown et al, 1986; Freeman et al, 1998). In recent years Bentall and 
colleagues in their work on the attributional style of individuals with persecutory 
delusions have suggested that persecutory delusions can be understood as a defence 
against low self-esteem (Bentall et al, 1994, Kinderman and Bentall, 1997). The 
relationship between low self-esteem and high levels of depression has been well 
documented (Bemet et al, 1993). In the study reported here, the established 
relationship between self-esteem and depression was found. Similarly, the score on 
the RSE was highly correlated with that on the BDI. Thus the anger group had lower 
levels of depression than the depressed group and higher levels of self-esteem. In 
addition, the anger group had higher levels of depression than the control group and 
lower levels of self-esteem. For anger clients then, it could be that the relationship 
with self-esteem can be understood in the same way as for other mental health 
problems in that low self-esteem is linked to high levels of depression. Another 
hypothesis could be similar to that suggested by Bentall and colleagues described 
above. Thus when clients with anger management difficulties experience feelings of 
low self-worth anger is activated as a defence against this, thus preserving the self­
esteem at a higher level than the clients with depression. It is not possible to 
determine whether this is the case in the absence of longitudinal studies to investigate 
this suggestion, however it would be an interesting area for future research.
Before considering the implications of this research, both in the academic and clinical 
fields, it is important to consider to what extent the results are generalisable. This is 
made more complicated by the fact that there are no other studies investigating the 
same specific area. There are encouraging indications from the data collected on the
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controls and depressed groups however. The results for these two groups were all in 
the expected direction and were similar to other results reported widely in the 
literature. The fact that those in the anger group had experienced more relationship 
difficulties and literacy problems could have made the results unrepresentative. 
Analysis of the data showed that the differences between the groups could not be 
accounted for in this way.
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CONCLUSIONS
The conclusions may be considered in terms of implications for clinical work to help 
understand and treat clients and in terms of the implications for further research and 
development of our understanding of attributional style.
In terms of implications for clinical work, there are some useful suggestions that can 
be made from this research. In the introduction, BentalTs suggestion regarding the use 
of the IPSAQ as a tool to aid clinical diagnosis was discussed. This research supports 
the idea that it would be helpful to take a measure of attributional style with clients 
with anger management difficulties. This could be achieved by using a measure such 
as the IPSAQ, as was the case here. The IPSAQ was quite lengthy to complete and it 
may be that a short form could be developed as has been the case with some other 
questionnaires (e.g. the ASQ), that would be less onerous to complete at assessment. 
The feedback from participants was that whilst the questionnaire was lengthy, they 
found the feedback from it helpful and felt that the assessor had obtained a good 
picture of them, so there were benefits to the time spent.
It would also seem useful to include an open-ended questionnaire such as the 6 Anger 
Provoking Incident' as this highlighted the differences between responsibility and 
causal attributions, relationship issues etc..
In terms of the treatment component of clinical work, this is obviously linked to 
ongoing assessment, but there are some indications that may be useful to implement 
and evaluate. From this research it would seem that it could be useful to investigate 
whether a focus on attributional style as part of the treatment package for people with 
anger management difficulties enhances outcome. For negative events, the tendency 
to attribute negative events internally would need to be addressed. This could be 
done by increasing the extent to which situational factors are seen to influence events. 
In terms of increasing attributions to external person(s), this is a more sensitive 
ethical area for clinicians when working with clients who may have a history of 
aggressive behaviour towards others. It could potentially be achieved in the context 
of enhancing non-aggressive, assertive behaviour and social skills training. Given the
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level of relationship difficulties in the anger group it may also be advisable to 
consider couple work, or seeing the partner as part of the assessment/treatment 
process.
In terms of implication for academic investigation, these have already been 
mentioned. To summarise, it would be helpful to have other studies on this topic to 
allow comparison of results. Whilst it would be useful to allow direct comparison if 
similar measures were used, it would also be helpful to use a measure that 
incorporated dimensions of stability and globality to see if differences are apparent on 
these dimensions. If similar results were found, then longitudinal studies to address 
the question of whether the attributional style is a cause or consequence of the 
disorder would be helpful. This would not only inform the understanding and work 
with people with anger management difficulties but would also be relevant to the 
debate currently taking place in the academic literature on depression and the 
understanding of the relationship between attributional style and mental health 
problems more generally.
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1. Describe an incident that occurred recently that made you feel angry.
2. Were did it occur?
3. When did it occur? (Time/Day/Date)
4. Who was present?
5. What were your thoughts?
Before During After
6. Who or what do you think caused the incident?
7. Who/What do you think caused the incident to end as it did?
APPENDIX 3
Beck Depression Inventory (BDI)
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B.D.L
Published by The Psychological Corporation, 
Harcourt Brace and Company,
San Antonio,
U.S.A.
The BDI is a self- report measure of depression. It consists of 21 questions, each of 
which contains 4 statements. The participant chooses one statement from each 
question that most accurately describes the way they have been feeling over the last 
week. Items are scored from 0 -3  with a step-size of 1. Scores are classed as 0-9 
minimal, 10-16 mild, 17-29 moderate and 30-63 severe.
An example item is as follows:
I do not feel sad.
I feel sad.
I am sad all of the time and I can’t snap out of it.
I am so sad or unhappy that I can’t stand it.
Beck, A.T. (1978). Beck Depression Inventory. San Antonio: The Psychological 
Corporation.
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ANGLICISED VERSION OF THE PRAGMATIC INFERENCE TASK 
(Transcript of Vignettes presented on audio-tape)
You decide to open your own dry cleaning shop in a small but growing part of town 
near the border. Your shop will be the only one of its kind for miles around. In the 
first year of business, the towns population doubles and your business prospers. Your 
advertising campaign is a big success and the reactions from your customers indicate 
that the cleaning is of good quality. Your gross sales exceed expectations. You 
wonder whether it would be to your advantage to open a chain of shops, so you go to 
the bank and apply for a loan. As you had hoped, the bank approves the loan.
You haye been looking unsuccessfully for a job as a factory worker. The 
unemployment rate has risen lately and sales have been hurt because of foreign 
competition. You decide to talk to a friend about the situation. He reminds you that 
you've had difficulties with management in the past because of tardiness and a poor 
performance record. Your search for a job is frustrating and you go for six weeks 
without finding a job.
You pride yourself on your appearance. You recently spent some money on new 
clothes and a new hair style. The next day you receive a number of compliments at 
work, especially from one colleague. However, this person angers you later on in the 
day, by asking you for a lift home. This is a great inconvenience because this person 
lives quite a distance from your destination.
A neighbour mentions to you that their teenager has a drinking problem. You wonder 
if the neighbour is going to ask you for advice. This neighbour is an independent and 
headstrong person who rarely seeks advice from others. You are uncomfortable 
because you do not have any children of your own and are not very good at 
counselling people. The neighbour leaves without asking for your advice.
You and a colleague decide to go out one night for a bite to eat. You wonder whether 
you will have a good time since your colleague is a moody person. The night starts 
out badly when you forget to call a taxi for both of you and you also fail to make 
dinner reservations. You and the colleague decide to go elsewhere for a meal. The 
food and service are unsatisfying at the other place, especially for the colleague. On 
the trip home the colleague asks you a lot of questions about how you were able to 
receive a recent promotion from the boss and mentions that no one else in the office 
has received such a promotion in over two years. The questioning indicates a hostile 
tone.
You have a date with somebody new. You go to a film and your date has a poor 
opinion of it. And for most of the evening, your date does not say much. You also do 
not initiate much conversation, and when you do talk you have a difficult time keeping 
up your end of the conversation. When the evening is over, your date expresses 
disappointment about how the evening went.
A lonely, elderly person sits next to you on a park bench while you are reading a book 
and begins to talk to you. You are not surprised by this, since strangers are often 
friendly towards you. After some small talk, you find out this person is down on their 
luck and needs help. You and the person talk for some time, and it seems to you that 
this person continues to enjoy your company.
The company you work for is always busy around the holiday time. It is the day 
before the Christmas holiday and everyone in the office is exhausted. At short notice 
you decide to throw an office party. You prepare an interesting mix of gin and fruit 
punch, which draws a number of compliments from others. Everyone seems to enjoy 
themselves. You make friends with a couple of new colleagues and everyone laughs at 
your jokes.
You give an important talk on a controversial topic to a group of town residents. You 
present a point of view that in the short term is unpopular, but will probably benefit the 
town in the long run. The audience reacts negatively, especially to your suggestion 
that the town ought to purchase more lorries. The next speaker presents a point of 
view that is opposite to your own. As you listen to the speech, you notice that this 
individual is a very fluent and persuasive speaker. It becomes quite obvious that the 
second speaker receives a positive reaction from the audience.
Recently you haven't done all the work your boss expects of you. The boss begins to 
complain about your performance. The job is sometimes difficult for you because it is 
quite technical and the hours are a burden. Also you recently discover through the 
office grapevine that the boss's nephew is very interested in your position.
You take a college course in English Literature because you like to write. One of 
your assignments is to write a paper on one famous contemporary English author.
You chose John Fowles, a decision which is met with praise by the teacher who is a 
great fan of Fowles. The teacher tells you that Fowles is perhaps the most influential 
contemporary writer. You work hard on the paper and think it is well written. You 
are please when the paper is returned. The teacher comments that your interpretation 
of Fowles1 work is consistent with her own, and you receive an excellent mark.
You recently receive a salary increase at work. While you are a bit surprised by this 
since you had no prior notice about such a raise, you do feel that you have been a 
reliable worker. Indeed, others have received wage increases in the past when you did 
not. The day after you receive this news, a memo is sent to all workers indicating that 
in the last few months a number of employees have voluntarily left the company. The 
company's owner offers to be sensitive to suggestions to improving job satisfaction.
P.LT.
1. What kind of shop do you open?
A  Hardware
B. Dry cleaning
2. In what part of the country is the town located? 
A  Birmingham
B. Carlisle
3. Where is the loan obtained? _.....................
A. A finance company
B. Bank
4. What is the reason for the success of your business?
A. You are a clever businessman
B. You had no competition
B 1. Why do you discuss your situation with a friend? 
A  Need advice
B. Your friend is recruiting staff.
B 2. How long do you go for without finding work? 
A  Six weeks
B. Six months
B ?• Why do you have trouble finding, work?
A. Poor job record
B. Poor job market
B 4. What kind of job interests you?
A. A big company
B. A small company
C 1. Why do you receive a compliment from your colleague?
A. Your appearance is genuinely perceived as worthy of a compliment
B. This person needs a favour from you
C 2. Why do you spend money on your appearance?
A. Self pride
B. You enjoy compliments
C 3 Who gives you the most complements at work?
A. Same sexed people
B. Opposite sexed people
C 4. On what do you spend your money?
A. Shoes
B. Hair style
D 1. Who comes to you for advice?
A  Colleague
B. Neighbour
D 2. What is the nature of thé problem?
A. Stealing
B. Drinking
D 3. What gender is the person with the problem?
A  Male
B. Female
D 4 Why doesn't the neighbour ask you for advice?
A  This person is the type not to ask for advice
B. Your are inexperienced in this area
Where do you and the colleague go?
A. To a film
B. To a restaurant
At what time of day does the activity take place?
A. Afternoon
B. Evening
Why does the colleague act hostilely towards you?
" A; "" "The"persôn is jealous bfÿoü " ~ -------- ---- -----
B. The person is angry that you forgot to call a taxi and make dinner
reservations
Who initiates the activity?
A  You
B. The colleague
With whom do you have a date?
A. A close friend
B. A new acquaintance
Where do you do on the date?
A. To a film
B. For dinner
Why does the date go badly?
A. Your date was a boring person
B. You were not interesting enough for the person
Where did you go after the date?
A. For a drive
B. Nowhere
Who starts the conversation with you?
A. A tourist
B. A stranger
Why does this person talk with you for so long?
A  You are friendly
B. This person wants your help
What are you doing when you are approached by this individual?
A. Reading a newspaper
B. Reading a book
Why is this person down on their luck?
A  Illness
B, Deserted by family
H 1. Why is the party a success?
A. Your colleagues are in the mood to unwind
B. You know how to throw a good party
H 2. What is popular at the party?
A  The drink
B. ' The food
H 3. At what time of year is the party?
  "A Christmas " ------ ----—"    ™
B. Summer
H 4. Is the party well attended? 
A  Yes
B. No
Where do you give the speech?
A  A political convention
B. A town hall meeting
Why does the audience react negatively to your speech?
A. You were an ineffective speaker
B. The second speaker took the less controversial viewpoint
How do you leam about the audience's reaction to the second speaker? 
A  Someone tells you
B. You witness it
What is being discussed at the meeting?
A  Road repair
B. Rubbish removal
With whom do you talk about your problems at work?
A. No one
B. Your spouse
What kind of skill does this job require?
A  Manual
B: Technical
Why does your boss complain about your work performance?
- A: " You have poor technical skills — ...........    —
B. The boss wants you to leave to make room for a relative
What shift do you work?
A  Day
B. Night
K 1. What kind of course do you take?
A. English Literature
B. Writing course
K 2. Why do you take the course?
A. Compulsory
B. Pleasure
K 3. Why does the teacher like your paper?
. . .  --------- ------- — —   ------------------------ -------------------- J   * . . *T ................................. ..............
A. You are a good writer
B. Your viewpoints are similar to the teachers
K 4. Why do you choose to write about Fowles?
A. He is your favourite author
B. The teacher tells you to
L 1. What type of income raise do you receive?
A. Bonus payment
B. Wage increase
L 2. How do you hear about the raise?
A. A memo
B. • Told personally
L 3. Why do you get the raise?
A. Company wants to prevent further resignations
B. You deserve the raise because of good performance
L 4. Who else gets a raise?
A. No one
B. Everyone
APPENDIX 5
Rosenberg Self Esteem Questionnaire (RSE)
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RSE
Published by Princeton University Press 
Princeton,
New Jersey,
USA.
The RSE is a frequently used, self-report, measure of attitudes towards the self. It 
consists of 10 statements. The participant rates themselves on a 4 point scale(i.e. 
strongly agree to strongly disagree) in the direction of negative self-esteem. Step-size 
is one and there is no cut-off point. Scores range from 10-40 with the lower the score, 
the more that participants have agreed with positive self-statements and disagreed 
with negative self-statements. High scores indicate low self-esteem.
An example item is as follows:
On the whole, I am satisfied with myself.
Strongly agree 
Agree 
Disagree 
Strongly disagree.
Rosenberg, M. (1965). Society and the Adolescent Self Image. Princeton, New 
Jersey: Princeton University Press.
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Internal, Personal and Situational Attributions Questionnaire (IPSAQ)
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Name: Sex:
Age: _____________  Occupation:
Date Completed:
I N S T R U C T I O N S
P lease  read the statem ents on the following pages. For each statement please try to vividly 
imagine that event happening to you. Then try to decide what was the main cause of the 
event described in each statement. Please write the cause you have thought of in the space 
provided. Then tick the appropriate letter (a,b or cj according to whether the cause is :
a) Something about you
b) Something about another person (or a group of people)
c) Something about the situation (circumstances or chance)
It might be quite difficult to decide which of these options is exactly right. In this case, please 
pick o n e  o p tio n , the option which b e s t  represents your opinion. Please pick only o n e  
letter in each case.
Thank you for your time and co-operation.
Note For Users
This sca le w as designed by Peter Kinderman and Prof. Richard P. Bentall, of the Department of Clinical 
Psychology, Whelan Building, P.O. Box 147, Liverpool, L69 3BX, based on previous work by McArthur (1972) and 
Bentall, Kaney and Dewey (1991). The scale is a research tool and should not be used for routine clinical 
assessm ent. Permission is granted for its use in research protocols on condition that the authors are first notified.
References
Bentall, R.P., Kaney, S., & Dewey, M.E. (1991) Paranoia and social reasoning: An attribution theory analysis. 
British Journal of Clinical Psychology. 30,13-23.
McArthur, L.A. (1972) The how and what of why: Som e determinants and consequences of causal attribution. 
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A friend gave you a lift home.
What caused your friend to give you a lift home? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend talked about you behind your back.
What caused your friend to talk about you behind your back? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend said that he(she) has no respect for you.
What caused your friend to say that he(she) has no respect for you ? • 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend helped you with the gardening.
What caused your friend to help you with the gardening? 
(Please write down the one major cause)
Is this :
a. ' Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend thinks you are trustworthy.
What caused your friend to think you are trustworthy? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend refused to talk to you.
What caused your friend to refuse to talk to you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend thinks you are interesting.
What caused your friend to think you are interesting? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend sent you a postcard.
What caused your friend to send you a postcard? 
(Please write down the one major cause)
Is this :
a. - Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances dr chance) ?
9. A friend thinks you are unfriendly.
What caused your friend to think that you are unfriendly? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
a  Something about the situation (circumstances or chance) ?
10. A friend made an insulting remark to you.
What caused your friend to insult you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b  .  Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
11. A friend bought you a present.
What caused your friend to buy you a present. 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
12. A friend picked a fight with you.
What caused your friend to fight with you? 
(Please write down the one major cause)
Is this :
a . . Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
3
A friend thinks you are dishonest
What caused your friend to think you are dishonest? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend spent some time talking to you.
What caused your friend to spend time talking with you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend thinks you are clever.
What caused your friend to think you are clever? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend thinks you are sensible.
What caused your friend to think that you were sensible? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend refused to help you with a job.
What caused your friend to refuse to help you with the job? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend thinks you are unfair.
What caused your friend to think that you are unfair? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend said that he(she) dislikes you.
What caused your friend to say that he(she) dislikes you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A friend rang to enquire about you.
What caused your friend to ring to enquire about you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
21. A friend ignored you
What caused your friend to ignore you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
22. A friend said that she(he) admires you.
What caused your friend to say that she(he) admired you? 
(Please write down the one major cause)
Is this:
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
23. A friend said that he(she) finds you boring.
What caused your friend to say that he(she) finds you boring? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
24. A friend said that she(he) resents you.
What caused your friend to say that she(he) resents you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b . Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
6
A friend visited you for a friendly chat. 
Peaseawrite dTn'lhTone S c a u s e f
Is this :
3- Something about you ?
c.- (circumstances or chance) ?
A friend believes that you are honest
Is this :
a* Something about you ?
A friend betrayed the trust you had in her.
Is this :
a. Something about you ?
A friend ordered you to leave.
Is this :
a. Something about you ?
situation (circumstances or chance) ?
A friend said that she(he) respects you.
What caused your friend to say that she(he) respects you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about die situation (circumstances or chance) ?
A friend thinks you are stupid.
What caused your friend to think that you are stupid? 1 ; : 
(Please write down the one major causé)
.Isthis:
a. Something about you ?
b. Something about frie other person or other people ?
C;-—-— Something about the situation (drcumstances or chance) ^ ?
A friend said that he(she) liked you.
What caused your friend to say that he(she) liked you? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
A neighbour invited you in for a drink.
What caused your friend to invite you in for a drink? 
(Please write down the one major cause)
Is this :
a. Something about you ?
b. Something about the other person or other people ?
c. Something about the situation (circumstances or chance) ?
INTERNAL, PERSONAL, AND SITUATIONAL ATTRIBUTION QUESTIONNAIRE
SCORING KEY
Each item describes the action of an actor towards a  target person. Subjects have to choose 
Dne of three possible explanations for each action.
a. An internal attribution
b. An external, personal, attribution
c. An external, situational, attribution
Positive : 
Negative:
1, 4, 5, 7, 8,11,14,15, 16, 20, 22, 25, 26, 29, 31, 32
2, 3, 6, 9,10,12,13,17, 18, 19, 21, 23, 24, 27, 28, 30
APPENDIX 7
Novaco Anger Scale (NAS)
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Septem ber IVVI version
R E A C TIO N S TO PRO VO CATIO N  (NAS)
PART A •
Thu statem ents below  describe things that people think, feel, and do. To what extent arc they true fo r  you? F or  
each item indicate w hether it is (I) never true. (2) sometimes true, or (3) always true. Use the'scale on the righ t 
side  by putting a circle around the number ( 1 .2 .  or 3) that f i ts  your response to the statem ent. *
Never Sometimes Always
True True True
1. I notice annoying things right a w a y ........................................ • I  2 3
2 . Once something makes me angry, I keep thinking about it . . . . 1 2 3
3. Every week I meet someone I d is lik e .................................. . 1 2 3
4. I know that people are talking about me behind my b a c k ........... . 1 2 3
5. Some people would say that I am a hothead ........................... . 1 2 3
6 . When I get angry, I stav angry for hours ............................. . 1 2 3
7. My muscles feel tight and w ound-up ........................ . I 2 3
S. I walk around in a bad mood ............................. . 1 2 3
9. My temper is quick and hot ................................ . 1 2 3
10. When someone veils at me. I veil back at them ..................... . 1 2 3
11. I have had to be rough with people who bothered me . . . . 1 2 3
12.. I feel like smashing th in g s .............................. . 1 2 3
13. When a person says something that offends me.......................
I just stop listening
. 1 2 3
14. I can't sleep when I have been done wrong ................... . 1 2 3
15. If I don't like someone, it doesn't bother me .....................
to hurt their feelings.
. 1 2 3
16. People can be trusted to do what they say ........... . 1 2 3
17. When I get angry, I get really angry ................................ . 1 2 3
18. When I think about something that makes me angry, . . . 
I get even more angry.
. 1 2 3
19. I feel agitated and unable to relax . ................ . 1 2 3
2 0 . I get annoyed when someone interrupts m e .......... . 1 2 3
2 1 . If someone bothers me, I react first and think la t e r ........................ . I 2 3
2 2 . If I don't like somebody, I'll tell them o f f ........................................ . 1 2 3
C opyrigh t 1990 R aym ond W. Novaco. Ph.D .. U niversity  o f  C alifornia . Irvine 
D eveloped  with the support o f  the Program o f  R esearch  on M ental H ealth and  the Law 
o f  the John 0 .  and Catherine T . M acA rthur Foundation
Never Sometim es Always
True True. True»;
23. When I get mad, I can easily hit someone .............................................. I 2 3
24. When I get angry, I throw or slam th in g s ................................................... 1 " 2 3
25. If a person docs something nasty, it sticks out in my m in d .............................. I 2 3
26: When someone makes me angry, I think about setting e v e n ................. 1 2 3
27. If someone cheats me, I'd make them feel s o r r y ................................... 1 - 2 3
28. People act like they are being honest when t h c v ......................................
really have something to hide.
1 2 3
29. When I get angry, I feel like smashing th in g s ...................................... 1 2 3
30. Some people get angry and get over it, but for me .........................
it takes a long time.
1 2 3
31. I have trouble sleeping or falling a s le e p .............................................. 1 2 3
32. A lot o f little things bug m e ........................................................... 1 2 3
33. I have a fiery temper that arises in an instant ................................. 1 2 3
34. Some people need to be told to "get lo st" ................................ I 2 3
35. If someone hits me first, I hit them back ................................... 1 2 3
36. When I get angry at someone. I take it out on ......................................
whomever is around.
1 2 3
37. Once I get angry, I have trouble concentrating .............................. 1 2 3
38. I feel like I am getting a raw deal out of life ........................... 1 2 3
39. When I don’t like somebody, there's no point i n ........................
being nice to them.
I 2 3
40. When someone does something nice for me, I w onder..............
about the hidden reason.
1 2 3
41. It makes my blood boil to have someone make fun o f me ................. 1 2 3
42. When I get mad at someone, I give them the silent treatm ent...................... I 2 3
43. My head aches when people annoy me ..................................... 1 2 3
44. It bothers me when someone docs things the wrong w a y ........... 1 2 3
45. When I get angry, I fly off the handle before I know i t ......................... 1 2 3
46. When I start to argue with someone, I don't stop until they d o ........... 1 2 3
47. Some people need to get knocked around............................. 1 2 3
48. If someone makes me angry. I'll tell other people about them . . . . . . 1 2 3
PART n
The fo llow in g  items describe situations that can make someone angry. The scale on the right s id e  is fo r  the d c 'r c e  
or am ount o f  anger. F or each o f  these situations below, please indicate the amount o f  am ier that xnu w n n l / f ^ t
1} It actually happened to you. Put a circle around the number in the scale on the right side.
Not at all 
angry
A little 
angry
 ^ Fairly 
angry
Vt ry 
angry
1. Being criticized in front o f other people for something . . . .  
that you have done".
1 2 3 4
2. Seeing someone bully another person who is smaller or . . . .  
less powerful.
1 2 3 4
3. You arc trying to concentrate, but someone keeps making noise . . 1 2 3 4
4. People who act like they know it all ........................... 2 3 4
5. Being slowed down by another person's m istak es................... . . 1 2 3 4
6 . You are in line to get something, and someone cuts in front o f you 2 3 4
7. Not being given recognition for doing good work . . . . . . 1 2 3 4
8 . You arc watching a TV program, when someone comes alomz 
and switches the channel.
1 3 .«
9. People who don't really listen when you talk to them 2 3 4
10. Getting cold soup or cold vegetables for dinner. . . . -> 3 4
11. Having someone look over your shoulder while you are working 3 4
12. Being overcharged by someone for a repair ............. 3 4
13. You need to get somewhere in a hurry, but you get stuck in traffic 3 4
14. People who think that they arc better than you are . . 2 3 4
15. You arc carrying a cup of coffee, and someone bumps into vou . . . 1 2 3 4
16. Someone making fun o f the clothes you are wearing . . . . . 1 2 3 4
17. Being singled out for correction, when someone else doing . 
the same thing is ignored.
1 2 3 4
18. You make arrangements to do something with a person who 
backs out at the last minute.
1 2 3 '
19. People who think that they arc always r ig h t ................... 2 3
20. Just after waking-up in the morning, someone starts givim* 
you a hard time.
1 2 3 4
21. Someone looks through your things without your permission . . . 1 •7 3 4
22 . Being accused o f something that you didn’t d o ................... 2 3 4
23. You lend something to someone, and they fail to return it . . . . 1 2 ' 3 4
24. Someone who is always contradicting you ..................... 2 3 4
25. It’s mealtime and you arc hungry, and someone pi a vs a . . . 
practical joke on you.
2 3 4
R E A C TIO N S TO PR O V O C A TIO N  (NAS) 
Subscalc Item Listing
Septem ber 1991 version
PART A
I. Cognitive Domain  
•'Attcntional Focus:
1. I notice annoying things right a w a y ......................
13. When a person says something that offends me. I 
just stop listening.
25. If a person does something nasty, it sticks .........
• out in my mind.
37. Once I get angiy, I have trouble concentrating . .
Rum ination:
. 2. Once something makes me angry, I keep thinking
about it.
14. I can't sleep when I have been done .wrong. (DRS)
26. When someone makes me angry, I think about . . .
getting even.
38. I feel like I am getting a raw deal out of life. (sBD)
H ostile  A ttitude:
3. Every week I meet someone I dislike. (B D )........................................................  1
15. If I don't like someone, it doesn’t bother me t o ..................................................  1
hurt their feelings. (sASR)
27. If someone cheats me. I’d make them feel so rr y ................................................  1
39. When I don’t like somebody, there’s no point i n ................................................  I
being nice to them.
Suspicion
4. I know that people are talkingxibout me behind ......................
my back. (BD;MAI;CM)
1 2 3
.16. People can be trusted to do what they say ..........  ' 3
28. People act like they arc being honest when t h e y ...................
really have something to hide.
3
40. When someone docs something nice for me, I w onder...................
about the hidden reason. (sBD;sCM)
. . . 1 2 3
Never Sometim es Always 
True True True
1 2 3
1 2 3
1 2 3
1 2
Tf. A r o i h s a l  D o m a i n
Intensity:
5. Some people would say Uni I am a hoUicad 
(sM H SsSTA S)
17. When r get angry, I get really angry ..........
29. When I get angry, ( reel like smashing things
41. It makes my bleed boil to have someone make . 
fun o f  me. (BD)
D uration:
6. When I get angry, I stay angry for hours. (MAI)
IS. When I think about something that makes me angry
t get even more angry. (sDRS)
30. Some people get angry and get over it, but for 
me it takes a long time.
4i.. A hen I get mad at someone, I give them the silent 
 treatment. ( s BD) " ' ..........." .............. ...........
Som atic Activation/Tension:
7. My muscles feel light and wound-up...............
19. I led  agitated and unable to relax
31. I have trouble sleeping or falling asleep. (FAS)
43. My head aches when people annoy me
Irritability:
1 walk around in a bad mood. (S D Q )...............
• 0. ( get annoyed whan comoone interrupts me. (tCM)
32. A lot o f little things bug me
44. It bothers me when someone docs things the wrong
III. Behavioral Domain
Im pulsive R eaction:
9. My temper is quick and hot .....................................
21. If someone bothers me. I react first and think later 
3.3. I have a fiery temper that arises in an instant
45. When I get angry. I fly off the handle before I 
know it.
V erbal A ggression:
10. When someone yells at me, I yell back at them
22. If I don’t like somebody. I'll tell them off. (ASR)
34. Some people need to be told to "get lost."
46. When I start to argue with someone, I don't 
stop until they do.
P hysica l C onfrontation:
11. I have had to be rough with people . . . .  
who bothered me. (sCM)
23. When I get mad, I can easily hit someone
35. If someone hits me first, I hit them back. (BD)
47. Some people need to get knocked around . . . .
Indirect E xpression:
12. I feel like smashing things. (A S R ).....................
24. When I get angry, I throw or slam things . . . .
36. When I get angry at someone, I take it out on 
whomever is around. (MAI)
48. If someone makes me angry. I'll tell ................
other people about them.
PART n
Not at all A little Fairly Very 
angry angry angry angry*'*
D isrespectfu l Treatm ent:
1. Being criticized in front o f other people for . . 
something that you have done. (sNPI)
1 2 3 4
6 . You are in line to get something, and someone cuts ........... ..
in front o f you. (sNPI)
1 2 3 4
11. Having someone look over your shoulder while you ...................
arc working.
1 2 3 4
16. Someone making fun o f the clothes you are wearing. (NPI) . . . 1 2 3 4
21. Someone looks through your things without your ......................
. .permission.
1 2 3 4
Unfair ness! Injustice :
2 . Seeing someone bully another person who is sm aller .......................
or less powerful. (sNPI)
. . . 1 2 3 4
7. Not being given recognition for doing good work. (sNPI) . . . . . .  . 1 2 3 4
12. Being overcharged by someone for a repair. (sN P I)......................... . . .  1 2 3 4
17. Being singled out for correction, when someone .............................
else doing the same thing is ignored. (sNPI)
. . .  1 2 3 4
22. Being accused o f something that you didn't d o ................................ . . .  1 2 3 4
Frustra tionlln t err up tion:
3. You are trying to concentrate, but someone k e e p s .............................
making noise. (sNPI)
3 4
8. You are watching a TV program, when someone ......................
com es along and switches the channel. (sNPI)
3 4
13. You need to get somewhere in a hurry, but you ......................
get stuck in traffic. (sNPI)
. . .  1 2 3 4
18. You make arrangements to do something with a .............
person who backs out at the last minute.
. . .  1 2 3 4
23. You lend something to someone, and they fail to ..........................
return it.
1 2 3 4
Annoying Trails:
4. People who act like they know it all. (sR I ) ...................
9. People who don’t really listen when you t a l k .............
to them.
14'. People who think that they are better than you are . .
19. People who think that they are always right. (NPI;sRI)
24. Someone who is always contradicting you. (sRI) . . . .
Irrita tions:
5. • Being slowed down by another person’s mistakes. (sSTAS)
10. Getting cold soup or cold vegetables for dinner...................
15. You are carrying a cup o f coffee, and som eone...................
bumps into you. (sNPI)
20. Just after waking-up in the morning, som eone.....................
starts giving you a hard time.
25. It’s mealtime and you arc hungry, and someone ................
plays a practical joke on you.
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Criteria for Major Depressive Episode
A. Five (or more) of the following symptoms have been present during 
the sam e 2-week period and represent a change from previous 
functioning; at least one of the symptoms is either (1) depressed  
mood or (2) loss of interest or pleasure.
Note: Do not include symptoms that are clearly due to a general 
medical condition, or mood-incongruent delusions or hallucinations.
(1) depressed mood most of the day, nearly every day, as indicated 
by either subjective report (e.g feels sad or empty) or observation 
made by others (e.g. appears tearful). Note: In children and 
adolescents, can be irritable mood.
(2) markedly diminished interest or pleasure in all, or almost all, 
activities most of the day, nearly every day (as indicated by either 
subjective account or observation made by others).
(3) significant weight loss when not dieting or weight gain (e.g. a 
change of more than 5% of body weight in a month), or decrease 
or increase in appetite nearly every day. Note: In children, 
consider failure to make expected weight gains.
(4) insomnia or hypersomnia nearly every day.
(5) psychomotor agitation or retardation nearly every day (observable 
by others, not merely subjective feelings of restlessness or being 
slowed down).
(6) fatigue or loss of energy nearly every day
(7) feelings of worthlessness or excessive or inappropriate guilt (which 
may be delusional) nearly every day (not merely self-reproach or
guilt about being sick).
(8) diminished ability to think or concentrate, or indecisiveness, nearly 
every day (either by subjective account or as observed by others).
(9) recurrent thoughts of death (not just fear of dying), recurrent 
suicidal ideation without a specific plan, or a suicide attempt or a 
specific plan for committing suicide.
B. The symptoms do not m eet criteria for a Mixed Episode
C. The symptoms cause  clinically significant distress or impairment in 
social, occupational, or other important a reas of functioning.
D. The symptoms are not due to the direct physiological effects of a 
substance (e.g. a drug of abuse, a medication) or a general medical 
condition (e.g. hypothyroidism).
E. The symptoms are not better accounted for by Bereavement, i.e. 
after the loss of a loved one, the symptoms persist for longer than 2 
months or are characterised by marked functional impairment, 
morbid preoccupation with worthlessness, suicidal ideation, 
psychotic symptoms, or psychomotor retardation.
APPENDIX 9
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WINCHESTER X EASTLEIGH HEALTHCARE
H H S TRUST
Community Mental Health Team 
Desborough House 
1 Desborough Road 
Eastleigh SO50 5NY
Tel: 01703615729 
Fax: 01703 618672
Dear
You have recently been referred to the Psychology Department for help with your difficulties. I 
have made an appointment to meet with you to discuss these at Desborough House at (place, time, 
day, date). This meeting would normally last about an hour.
I am currently carrying out a project (please see attached information sheet) to help further the 
understanding of different kinds of mental health problems. I would be happy to discuss the 
project with you at our meeting and, if you are willing to take part, to complete the necessary 
questions. In this case, our meeting would be for VA-2  hours in total.
If you would like to discuss this with me prior to our meeting please contact me at Desborough 
House. It is important to note that your decision whether to take part in the project, will not affect 
your treatment in any way.
I look forward to meeting you.
Yours sincerely
Maggie Stanton
Chartered Clinical Psychologist
Psychological Therapies Service, St Pauls Hospital 
GP
mstdl
Joint venture between health and social services
APPENDIX 10
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Information Sheet
I am currently carrying out a project to look at people's:
a) general level of memory and thoughts
b) levels of happiness
c) levels of self-confidence
d) what they think are the causes of certain imaginary situations and
e) w hether they feel angry in certain situations.
To complete the above m easures will take up to one hour. The purpose of this 
project is to help further the understanding of different kinds of mental health 
problems. This will help us in planning treatments.
All the information collected will be confidential.
Thank you for your time in reading this.
APPENDIX 11
Experimental Procedure
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INTERVIEW PROCEDURE
1. Allocate Client number.
2. Consent form.
3. Any reading/writing problems?
4. Inclusion criteria (read questions and record verbal 
response).
5. Anger provoking incident (read questions and record 
verbal response).
6. Beck Depression Inventory (read first question then 
self administer).
7. Pragmatic Inference Task (read questions aloud and 
record verbal answer).
8. Rosenberg Self Esteem Scale (read first question then 
self administer).
9. IPSAQ (read aloud first three items then self 
administer).
10. Response to Provocation (read first question then self 
administer).
11. Clinical interview if appropriate.
Thank participant for their help and inform them of what will 
happen next.
APPENDIX 12
Consent Form
184
Psychology Services 
St Pauls Hospital 
St Pauls Hill 
Winchester. S022 5AA
Tel: 01962 853726 
Fax: 01962 842199
I give permission for the information I provide to be used for the 
purposes of this project/training. It will not include personal 
details that can identify me.
Signed
Date
Joint venture between health and social services
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Inclusion Criteria
Have you had problems with your anger recently?
If so, how long have these problems been going on?
Did you experience a feeling of loss of control of your anger?
Have you been violent to objects or people due to feeling angry?
Have your difficulties with anger led to any problems: 
♦ at work?
* in social situations?
♦ with relationships?
Any sleep problems?
Any recent gain or loss of weight?
Mood?
so checked against patient notes and referral agent)
APPENDIX 14
Low Mood Questions
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Inclusion Criteria: Low Mood.
Have you felt low recently?
If so, for how long and how much of the time?
W as the onset of the low mood linked to a bereavement? (If yes, give details). 
Do you find you've lost pleasure/interest in everyday activities?
Has there been a change in your appetite? (Weight loss or gain?).
Has there been a change in your sleep pattern?
Do you find you're agitated?
Do you feel very tired or lacking in energy?
Do you have feelings of worthlessness or guilt?
Is it hard to concentrate?
Do you think about death a lot?
APPENDIX 15
Mental Health Questions
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Inclusion Criteria: Control.
Are you having, or have you had, any treatment for mental health problems?
c
Are you currently on any medication for mental health problems?
APPENDIX 16
Coding scheme for open-ended questionnaire
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Response Coding Scheme fo r4 Anger Provoking Incident’ Questionnaire
Ql. Describe an incident that occurred recently that made you feel angry. 
Internal
External person 
External situation
Q2. Where did it occur?
Home
Work
Leisure
Q3. When did it occur?
Daytime 
Evening 
Don’t know
Q4. Who was present?
No-one
Spouse/partner
Children
Colleagues
Friends
Public
Siblings
Other
Q5. What were your thoughts?
Before: positive
negative 
neutral
During: provocation from other
own action being ineffective 
other
After: blaming self
blaming other 
relief 
other
189
Q6. Who or what do you think caused the incident?
Internal
External person 
External situation
Q7. Who or what do you think caused the incident to end as it did?
Internal
External person 
External situation
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IBTRODUCTIO#
This project was carried out in response to interest, expressed in a Unit 
Management Team Meeting, for psychology input to be provided to a Special Care 
Baby Unit (SCBU) at a local maternity hospital. SCBU's were first set up in the 
1930's to provide specialist care for ill and premature newborns. Since that 
time they have developed and increased in numbers. In recent years some have 
come to be known as Neonatal Intensive Care Units (NICU's). These have 
provision for at least some intensive care cots (i.e. the baby is on a neonatal 
ventilator), although this is also true of some SCBU's. Thus the distinction 
between them is not clear cut. In America units are usually referred to as 
NICU's.
Walker (1983) reported on a discussion document by the Standing Committee of 
the British Paediatric Association and Royal College of Obstetricians and 
Gynaecologists (BPA/RCOG) in which it was estimated that 40% of all newborn 
babies in this country require medical attention over and above routine care, 
with 7% requiring special care and 3% intensive care. The number of babies 
that can be cared for in a Unit varies greatly. In the survey cited above, 67% 
of SCBU's contained 11-20 cots with 68% of NICU's having 4 or less cots 
designated for intensive care.
Initially, contact between parents and babies on these units was strictly 
limited for fear of infections being passed on to the vulnerable infants. Over 
the years, however, the importance of parent-baby contact has begun to be
realised. Now, in most units, parents, grandparents and siblings are encouraged 
to visit, with efforts being made to actively involve parents in the care of 
their baby.
From this it is clear that on any SCBU there are 3 possible target populations
for whom psychology input might be appropriate i.e.
Staff on the unit.
Parents of babies on the unit.
Babies on the unit.
The service could be provided for any one or more of these groups. Thus it is
necessary to review the literature in these 3 areas.
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LITERÀTURE REVIEW
Much of the literature concerning SCBU and MICU's refers to work carried out in 
America. Whilst relevant to work in this country, care must be taken when 
generalising results. In America units are frequently several miles (sometimes 
hundreds) from the hospital where the baby has been born. Often it is not 
possible for mothers to join their babies until several days after the birth.
In this country, distances are much smaller and often maternity hospitals have 
SCBU's and NICU's attached. If not, the mother can normally be transferred to 
the new hospital comparatively quickly. Thus the situation may well be 
different in some aspects for the staff, parents and babies on the unit. Due to
this I have noted whenever studies were carried out in this country. Let us
begin by looking at the literature relating to staff on SCBU and NICU's.
Staff on the Unit
It is only over the last decade that interest has begun to be shown in the 
staff involved in SCBU and NICU's. This interest stemmed from an increasing 
awareness that hospital staff in other areas (e.g. Adult Intensive Care Units) 
were experiencing high levels of stress (Bailey et al, 1980). Thus work in this
area has focussed almost exclusively on possible staff stress, and in
particular, that experienced by nursing staff on the units.
- 4 -
Possible Sources of Stress
Many aspects of work on SCBU and NICU's are seen as potentially stressful. In
terms of working environment, the temperature is, of necessity high. Units are
often quite small and, with the equipment required to monitor the babies, can be 
crowded and noisy places in which to work. (Boxall, 1982)
In addition to environmental factors, relationships are seen as potentially 
stressful. Gribbins and Marshall (1984) found that the rotation of junior
doctors allocated to the unit was perceived as very stressful by 10 nurse
managers on NICU's. Sherman (1982) pointed out that the short time a junior 
member of medical staff is on a unit can be stressful for the doctors concerned 
as well. One study (Renee, 1983) looked at decision taking regarding whether to 
continue active treatment of babies. Whilst this is a medical decision, Renee 
found that the doctors and nurses varied in their assessment of the babies 
prognosis. Doctors based this more on diagnostic technology while nurses used 
cues gleaned from interactions with the baby. Renee suggested the potential for 
conflict existed which could be a possible source of stress,
With changing policies concerning parent involvementwxtktheir babies, staff have 
far more contact with the babies families, ihis can lead to conflicting 
demands on their time (Boxall, 1982). Several descriptive studies have 
emphasised that contact with parents can be particularly stressful for staff 
when a baby has died (Sherman, 1982; Swan Parente, 1982; Thornton, 1984; 
Whitfield et al, 1982). These studies describe how staff can feel guilt and
—5 —
helplessness when a baby dies for they perceive survival as success, and death 
as failure, a so called "rescue-mode approach" (Solnit and Green, 1959).
Finally, the amount of work involved due to staff shortages can be very 
stressful. Boxall (1982) in her national survey of nurses on SCBU's and NICU's 
in this country found that overwork and shortage of trained staff was ranked as 
the most stressful aspect of work, followed by coping with the sudden death or 
relapse of an infant and then a crowded and noisy workplace. Jacobson (1978) 
carried out a similar survey in America which produced comparable results. The 
3 most stressful aspects of work ranked by nurses, being:
1. Nurse - Doctor problems.
2. Understaffing and overwork.
3. Sudden death or relapse of a baby.
He found environmental considerations were ranked as much less stressful.
Some authors have suggested that aspects of work which individuals perceive as 
stressful varies in relation to time on the unit. Gribbins and Marshall (1982) 
divided nurses on an NICU into 4 groups; depending on how long they had worked 
on the unit:
1. 0-2 months
2. 2 months - 1 year
3. 1 year - 3 years
4. More than 3 years
- 6 -
He found that in group 1, nurses rated issues concerning their personal 
competence as the most stressful. In groups 2 and 3, the nurses found work 
aspects relating to the patients, work environment and relationships with 
doctors the most stressful. Whilst in group 4 understaffing and working with 
new doctors was perceived as the most stressful.
Humerof and Abrams (1984) found that the overall level of experienced stress 
(as measured on their nursing stress inventory) was inversely related to the 
length of time since qualification and the length of time employed at the 
hospital. They pointed out that the latter finding could be due to experienced 
stress decreasing over time, or people with higher perceived stress leaving the 
hospital, as suggested by McKenna et al (1981). The association between length 
of time on the unit and perceived stress is by no means clear cut however.
Bailey et al (1980) found no relationship between these factors in his survey 
of 6 NICU’s.
If high levels of stress persist over time, 'Burn-out' can occur. This was first 
described by Dr, Herbert Freudenberger in San Francisco (1975) and is defined 
as a failure in coping with occupationally mediated stress (Bigler and Bongar, 
1979). Marshall and Kasman (1980) looked at Burn-out on an NICU and pointed 
out the symptoms are:
Physical e.g. fatigue and exhaustion
Emotional e.g. depression, hostility, isolation 
and Behavioural e.g. on the continuum from detachment (avoid contact
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with other staff) to over-involvement (reluctance to 
delegate, or leave the unit).
Thornton (1984) looked at Burn-out on SCBU's in this country and concluded that 
it can result in increased absenteeism and higher levels of complaints from 
staff.
Coping Strategies
Whilst most of the studies in this area have focussed on stress, in the last 
four years a few studies have begun to look at coping strategies and support 
systems utilised by nurses on SCBU's and NICU's. Boxall and Garcia (1983) in 
their survey cited previously, found nurses on SCBU's and NICU's in this country 
went to senior nurse colleagues, family and friends for support when feeling 
stressed at work. Gribbins and Marshall (1984) in their interviews with nurse 
managers on an NICU, also obtained this result. In an earlier study, Gribbins 
and Marshall (1982) divided coping strategies into:
a) Personal (reactive) - talking to people.
b) Management - staff support group and staff meetings.
c) Personal (pro active) - prioritising work, use of humour and
confrontation.
They found that the use of coping strategies changed in relation to time on the 
unit, so that :
-8 -
Length of time on unit Strategy used
0 - 2  months A
2 months - 1 year A and B
1 year - 3 years A, B and C
Over 3 years B and C
Jacobson (1983) classified coping strategies into:
Cognitive Processes e.g. seeking more information, or viewing the situation in 
the imagination.
Using personal skills e.g. talking to people directly.
Escape e.g. reducing contact with the situation or not worrying about it.
He found that nurses on the NICU used all these strategies approximately 
equally with no variation associated with the length of time they had worked on 
the unit. There was a variation however, when nurses perceived themselves as 
under high levels of stress. At these times, strategies in the category 
'personal skills' became the most frequently used.
Staff-Parent Communications
As has already been mentioned, virtually all the work concerning staff on 
SCBU’s and NICU's has looked at stress and coping strategies. Over the last 20 
years however a vast literature has developed (much of it carried out in thio
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country) on staff - client communication in other areas. It is important to 
review the aspects of this which seem particularly relevant to work on a SCBU.
Information giving is an important part of medical and nursing care. In recent
years there has been a move towards recognising this. For example in the July 
1981 edition of Nursing there were 12 articles concerning the importance of 
communication in a hospital setting. Yet recognising good communications as 
important is only one step in achieving the goal of implementing good systems 
of communication in hospital settings. In the Sunday Times, June 1983, a woman 
described her experiences in child birth by saying:
"I never wanted to be treated like a VIP but it was the most important and
frightening thing that had ever happened to me and I felt that they just 
couldn't be bothered."
Some staff are unsure that providing information is advantageous. Lipowski 
(1975) found 90% of the 219 doctors he surveyed believed it was best not to 
tell patients they had cancer. Ley (1982) reviewed the literature in the area 
and concluded a large proportion of staff felt information would:
a) increase client's adverse emotional reactions.
b) reduce co-operation in treatment.
c) produce a greater probability of experiencing side effects.
He also concluded that there was no empirical evidence to suggest that this was 
the case. In terms of emotional reaction, several studies (e.g. Goladetz et al 
1976; Stevens et al, 1977; Fischback et al, 1980) have reported that patients
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allowed access to medical charts do not show an increase in anxiety or 
depression. Alfidi (1971 ) and Greenwood (1973) found patients given 
information about the nature of results and investigations did not have adverse 
emotional reactions, even when they were told they had cancer (Gerle et al,
1950; Coilbertson and Vangensteen, 1962). Wallace and Joshie (1984) found no 
association between information received by patients and increase in anxiety as 
measured on standard psychological tests.
Morris (1982) and Ley (1982) reviewed the literature on compliance. They found 
no evidence to support the suggestion that compliance decreased when people 
were given more information. In fact, Morris and Halperin (1979) found that in 
15/25 studies compliance was increased by providing written information and in 
4/7 it was associated with better therapeutic outcome.
Several surveys have shown that patients report wanting to know as much a-=> 
possible about their illness and treatment (e.g. Ley, 1976, 1977; Joubert and 
Lasagna, 1975). This is true of parents when the patient is a child and also 
when it is "bad news" e.g. the diagnosis of cancer (Ley, 1982).
The communication of bad news is obviously pertinent to the discussion of 
SCBU's and NICU's. Whilst not specific to these units, several studies have 
found there is a reluctance to tell people bad news and information may be 
'censored' (i.e. the more favourable aspects given) in an attempt to shield the 
giver and receiver (e.g. Ley, 1982; Nichols, 1984). Lief and Fox (1963) 
described how doctors developed a style of communicating bad news which they
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termed 'detatched concern1. This was a way of relating to patients that 
minimised emotional contact. They pointed out this may be a necessary coping 
strategy for professionals to some extent but should not be taken to extremes.
Rowe et al (1978) looked at information giving to parents whose baby had died. 
Only 7/26 of the parents in their study were satisfied with the information 
they received. They also found a correlation between the degree of 
dissatisfaction and prolonged grief response. Newman (1984) wrote to 14 SCBU 
and NICU's in this country to evaluate the information and support given to 
bereaved parents. Only 6 units replied. Of these, one had a printed leaflet 
for staff, another had a printed leaflet for parents. In some cases it was left 
to the head porter to inform the relatives of the procedures regarding 
registration and funerals.
Lack of information is not always the problem. The Royal Commission on the 
Health Service (HMSO, 1978) reported 31-34% of patients were dissatisfied with 
the communications they had received, whilst being satisfied with other aspects 
of care. Reasons for this could include information being given, but in a form 
which clients cannot understand, Kinley et al (1975) and Ley et al (1977) 
reported 7-56% of people interviewed after being given medical information 
stated they did not understand what they had been told regarding their 
diagnosis, aetiology and prognosis.
Even if clients understand information they are given, much of it is forgotten 
within a few minutes. Ley (1979) reviewed studies in this area and found 59%
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of patients forgot verbal information within 5 minutes of it being presented;
65% being forgotten by 7 days. Perhaps this is not surprising when one 
considers the finding of Anderson (1979),that anxiety can impede the learning 
and retention of any new information. Also patients are often reticent vO ask 
for information to be repeated or to ask questions if they do not understand 
(Wallace, 1979; Reading, 1979).
Finally, Nichols (1984) pointed out that patients receive information from a 
multiplicity of sources e.g. medical staff, nursing staff, other patients, 
visitors etc. Some of this will undoubtedly be conflicting. This seems 
particularly applicable to mothers of babies on a special unit. They will 
receive information not just from the unit staff, but also from post-natal ward 
staff, other mothers on the ward etc. The situation is further complicated by 
the fact that often the father visits the unit before the mother. In a study by 
Lissenden and Ryan (1982) 50% of mothers said their husbands had not given 
them any useful information about the equipment or general atmosphere on the 
unit.
Having reviewed the literature relating to staff on the unit let us look at that 
concerning parents of babies on the unit.
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Parents of Babies on the Unit
Much of the literature pertaining to SCBU's and NICU's has focussed on the 
parents of babies on the unit. Many authors (e.g. Mahan et al 1982) have 
pointed out that the birth of a baby is usually anticipated as an exciting, 
happy occasion surrounded by both physical and mental preparation involving 
imagining what the baby and parenthood will be like. The birth can be seen as 
a stressful event involving change In roles for both parents. The mother must 
cope with the demands of a newborn infant when she is physically weak herself, 
often leaving her depressed (Lansdown, 1984). For parents of babies who go to 
a SCBU or NICU the situation is compounded. *J.ot only are they separated from 
their baby but, in the case of pretem infants, the event is unexpected, 
preparation time reduced and the baby may appear unattractive (e.g. small, 
wrinkled and hairy).
Reaction of Parents to Their Baby
Kaplan and Mason (1960) described the reaction of the parents of premature 
infants to their baby as a 'psychological crisis'. They suggested there are 4 
stages* the parents must go through if they are to relate meaningfully to their 
infant:
1. Anticipatory grief and depression - hoping for the survival of the baby
but preparing for its loss.
2. Acknowledgement of feelings of failure at not having delivered a full
term baby.
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3. Resuming the relationship with their baby, even though it is not the 
wished-for-baby.
4. Coming to understand that the pre-term baby is different from a full- 
term baby, but that this difference may be temporary.
Several studies have found that the reactions of parents to premature babies 
are more negative than those to full term babies (Jeffcoate et al, 1979;
Lissenden and Ryan, 1982; Roger, 1984). All these studies found that positive 
feelings towards the baby developed over time, most by 3 months after the
birth.
All babies on a SCBU or NICU however, are not premature. More recently, authors 
have considered reactions of parents of all babies admitted to special units. 
Drotar et al (1975) suggested all parents of sick or premature newborns mourn 
the loss of the perfect child that was expected. Benfield et al (1976) carried 
out a study of parents of babies on an NICU in America and found both mothers 
and fathers experienced 'anticipatory grief i.e. sadness, inability to eat, 
increased irritability etc. Zeanah et al (1984) also reported grief experienced 
by parents of premature and/or critically ill babies. They pointed out that the 
threat of death or permanent disability becomes immediately apparent. Parents 
often report feelings of guilt or helplessness. Control is, at least to some 
extent, taken by the staff and parents must adapt to a more dependent and 
passive role.
A study by Harper et al (1976) looked at parental anxiety during the baby's 
hospitalisation. They found that parents displayed high levels of anxiety
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throughout the period with no significant difference in anxiety levels between 
mothers and fathers. The highest anxiety was when the parents first learned of 
their baby's condition. Only 44% however, reported feelings of anxiety when 
seeing their baby for the first time.
Separation of Parents from Their Baby
Whilst the physical care of the baby requires a specialist environment, the 
separation of the baby from his/her parents has been seen as increasing the 
difficulties parents, and in particular mothers, have in adjusting to the birth 
of their sick and/or premature baby (e.g. Leifer et al, 1972). Several studies 
have suggested that this affects the formation of parent-infant attachments 
both in the short and long term. They have pointed to the increased incidence 
of child abuse (Baldwin and Oliver, 1975; Elmer and Gregg, 1967; Klaus and 
Kernell, 1976) and non-organic failure to thrive (Ambuel and Harris, 1963, 
Shakeer et al, 1968) in babies discharged from SCBU's and NICU's as evidence of 
long-term interference with the bonding process.
The link of child abuse and failure to thrive with neonatal difficulties is fax 
from clear cut. Some studies have not supported the finding of increased child 
abuse in this group of children (Boyle et al, 1977; Gunn et al, 1983). Others 
have found that the effects of early separation on mother-child attachment 
gradually decrease over the first year of life (Rode et al, 1981). Chang et al
(1982) suggested that previous research supporting the harmful effects of 
separation lacked objective measurements of bonding or attachment behaviour. 
They used Ainsworth Strange Situation Technique and found that the distribution
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of secure and insecure infants who had been on an NICU was comparable to that 
in infants not separated from their mothers at birth. As Phillipp (1983) 
pointed out,there is considerable controversy over the effects of early parent- 
baby separation. The simple cause-effect relationship posed by some authors 
however, must be questioned. The cumulative effects of mother-baby interactions 
are now widely accepted (Gainsworth et al 1978, Clarke 1976). These attachment 
patterns are seen as involving a complex system of behavioural organisation in 
which the breakdown of the mother-baby bond can have several causative factors, 
separation after birth being just one possible factor, (Egeland and Vaughan, 
1981). Perhaps the debate is best summarised by Richards (1978). He stated 
that whilst the evidence regarding the effects of partial or complete separation 
on the parent-child relationship are inconclusive, it cannot be stated tney are 
of no importance, therefore, separation should be minimised whenever possible.
In line with this suggestion, it has become accepted policy in SCBU's and NICU's 
to encourage parental visiting and involvement of parents in the care of their 
baby. Visiting has been suggested as an important indicator of later parenting 
(Allen et al, 1982) although results in this area are equivacal (Siefert et al, 
1983). It has, however, been shown that visiting can influence maternal 
perceptions of their baby. Zeskind and lacino (1984) found mothers who were 
encouraged to visit more frequently had more realistic perceptions of their 
babies behaviour and prognosis for the future. Several studies have found that 
visiting can increase parental anxiety (Gunn et al, 1983; Siefert et al, 1983). 
This does not necessarily mean visiting should be reduced. In a study by 
Harper et al (1976) parental anxiety increased in line with contact with their
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baby. 827» of parents however reported they would have been opposed to 
restricted visiting or contact, with all parents saying they were pleased they 
had this level of contact with their baby.
Thornes (1985) detailed the findings of a survey of 244 SCBU and NICU's in this 
country. They found most units encouraged both mothers and fathers to be 
involved in their babies care in terms of feeding (including tube feeding) and 
changing their babies. Harper et al (1976) found 99% of parents in their 
sample performed at least some of their babies care. In general, mothers 
performed more nurturing activities than fathers, although the difference was 
not statistically significant except for the changing of babies nappies. 43% of 
parents reproted feeling anxious about performing these activities but all were 
pleased to have done them. Roger (1984) found that fathers of babies on an 
NICU reported significantly less confidence for infant care compared to fathers 
of babies on the post natal wards.
Whilst the reaction of parents to their baby has received considerable 
attention, the reaction of parents to the unit (e.g. staff, equipment, other 
babies) has only begun to be considered very recently. Let us now look briefly 
at the literature in this area.
Parental Reactions to the Unit
Beaton (1984), using a systems approach to looking at a NICU, pointed out that
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there are 3 major interacting and intersecting components ie .
the babies 
the parents 
the unit
He argued that parents reactions should be looked at, not just in relation to 
their baby, but also in relation to the unit as a whole.
Very few studies have examined this area. Harper et al (1976) sent a postal 
questionnaire to all parents whose baby had been on a NICU for two weeks or 
longer. This included questions about the personnel and facilities. In terms of 
staff, only 7% of parents reported dissatisfaction with them. In terms of other 
babies on the unit, 30% reported negative reactions to them, Paludetto et al 
(1981) used semi-structured interviews with parents to assess their reactions 
to a NICU. He found the majority of parents reported staff as being reassuring. 
Some parents were distressed by seeing other babies on the unit, but reactions
to this were mixed.
Reactions of parents to equipment on the unit has received slightly more 
attention. In a study by Lissenden and Ryan (1982) 1/3 of parents were worried 
by the removal of equipment from their baby. This suggested they had, at least 
to some extent, been reassured by its presence. Harper et al found 36% of 
parents were reassured by the equipment used on their own baby with 23% of
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parents being frightened by the equipment used on other babies. Paludetto et al 
also found that some parents were reassured by equipment on the unit, whilst 
others were distressed by it. Thus it seems, from the small amount of 
literature in this area, that parental reactions may vary quite considerably.
Finally it is important to look at one specific area for parents whose baby is 
on a NICU or SCBU ie those parents whose baby dies.
The Death of a Baby
It is only in recent years that it has been acknowledged parents who experience 
neonatal death go through the "normal grieving process". (Harmon et al, 1984) 
Perhaps this was not recognised previously because the strength of attachment 
that can occur between mother, father and foetus was underestimated. Many 
authors however, have now described how this attachment develops during the 
pregnancy (eg Harmon et al, 1982; Klaus and Kennell, 1982).
Much of the literature in this area has focused on the mothers and looked at 
the incidence of psychological difficulties that can arise subsequent to 
neonatal death. For instance, Cullberg (1972) found 33% of women, 1-2 years 
after neonatal loss reported serious difficulties including anxiety attacks and 
severe depression. Obviously conclusions from this type of retrospective study 
must be limited. It does however, draw attention to the need for health 
professionals to be aware that problems may arise for the parents.
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Other studies (eg Benfield et al, 1976) have looked at the relationship between 
parental grieving and variables such as birth weight of the baby, duration of 
life, exent of parent-baby contact. No relationship has been demonstrated 
between these variables although there was a strong relationship between 
attitudes of staff, family and friends on parental grieving. In most cases 
these factors affected the grieving process adversely. This does not seem 
surprising in the light of findings such as that by Whitfield et al (1982) that 
parents reported feelings of isolation and lack of understanding by their 
friends and family subsequent to their baby dying.
The realisation that the death of a baby is similar to the death of any loved 
one has led to the use of hospice principles in the care of dying babies 
becoming more common (Harmon et al, 1984; Mahan and Schreiner, 1981; Whitfield 
et al, 1982; Woodward et al, 1985). Some parents are now able to take babies 
home to die and there has been a shift in emphasis from care of the baby to 
care of the family. A study by Mahan et al (1981) suggested that there may be 
differences in parental reactions to the death of their baby. They found that 
fewer fathers (as compared to mothers) wanted to hold or touch their baby after 
his/her death. They were also less likely to discuss the babies death with 
surviving children. Cultural differences may also exist e.g. concerning who can 
touch the baby (Walker, 1982). Obviously it is important for parents to be 
treated as individuals with staff being sensitive to individual needs.
Having considered the literature on staff and parents let us finally xook at 
that concerning babies on units.
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Babies on the unit
Babies on the unit may be:
preterm born before 37 weeks gestation
full term 38-42 weeks of gestation
or post term more than 42 weeks of gestation
They may have been admitted to the SCBU or NICU for a variety of reasons eg 
failure to maintain their normal body temperature, low birth weight (ie 2,500 
grams or less), respiratory distress syndrome, intraventricular haemorrhage, 
birth asphyxia or congenital abnormalities.
Depending on the babies condition they will be nursed in an incubator or cot. 
Many will require nasogastric feeding and have an intravenous infusion to allow 
medications to be given without requiring repeated injections. Monitors can be 
used to indicate the babies heart and respiratory rates and pattern, as well as 
the concentration of oxygen the baby is receiving.
The outcome for babies on the unit will vary widely. Some will have only 
temporary problems and recover completely, others will go on to have differing 
degrees of special medical and/or educational needs. Some, of course, will die. 
Reports contain much debate as to the degree of problems that exist in children 
who were originally cared for in a NICU or SCBU, and the extent to which 
predictions can be made about subsequent emotional and physical development. As 
Anderson and Auster-Liebhaber (1984) pointed out, conclusive evidence in this 
area is lacking. Certainly, as with parent-chi Id attachments, a simple cause- 
effect model cannot be accepted. Several studies however, have pointed out that
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there is a higher incidence of difficulties (physical, neurological and/or 
behavioural) in babies who have been cared for on a NICU or SCBU, particularly 
those of low birth weight (Hall, 1985; Minche et al, 1978, 1983; Brasse et al, 
1983). This has led to the babies experience on the unit being examined in some 
detail.
The Unit Environment
When describing the unit enviornment many authors (e.g. Campbell, 1982) have 
focused on the environment parents and staff are aware of e.g. mobiles, pictures 
on the walls and babies in their own clothes. In the last 4-5 years researchers 
have begun to look at the environment for the baby. Macedo (1983) described the 
babies experience of being in an incubator as one with minimal handling, 
constant light and continuous mechanical sounds masking human voices. Lawson et 
al (1977) found that the sound pressure levels in an NICU were comparable to 
those of traffic at a busy street corner. In addition, babies in incubators were 
exposed to the relatively loud and constant sound of the incubator itself. 
Mechanical and metallic sounds e.g. slamming and squeaking doors penetrated the 
incubator more clearly and loudly than human voices, the latter being muffled, 
indistinct and obscured unless directed through the doors towards the baby 
(Brown, 1984). As Barnard (1981) pointed out, whilst adult speech is abundant in 
a NICU it is usually directed from one adult to another.
Bass (1979) reported that noise from the equipment within the incubator in 
addition to noise caused by e.g. knocking the side of the incubator, added as
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much as 20 decibels to the environmental noise levels already present. The 
majority of this increase was in the high frequency range where most neonatal 
hearing loss has been demonstrated. Hewman (1981 ) found these noises coincided 
with startle, jerk or jump responses in the babies.
Whilst these studies have looked at the babies experience on the unit in terms 
of environment, other studies in this area have been concerned with the babies 
experience in terms of contact. Let us now consider these.
Contact with babies
Blackburn (1980) looked at levels of contact for premature babies using 24 hour 
time-lapse video. He found that babies were engaged in caregiving activities for 
14.1 - 19,1% of the 24 hour day. Differences between those in cots and 
incubators were apparent. Those in incubators were handled for an average of 
14.8% of the 24 hour period (range 5.4 - 38.1%) whilst those in cots were 
handled for an average of 19.1%. Brown (1984) broadened the study from 
premature babies to all babies in a NICU and a convalescent care unit. There 
was no significant difference between the two units, with babies receiving a 
total of 2.5 - 3.5 hours of contact per day with caregivers.
La Rue Jones (1982) looked at all babies on a NICU using a 15 minute frequency 
count. He reported similar levels of handling for babies (ie 19.8% of the 
observation period). He took the analysis further and found that, of the contact 
babies had, 79.1% was with nursing staff, only 10% being with their parents 
(equally distributed between mothers and fathers). Parents were in physical
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contact with their babies for only 1.6% of the observation period. In a previous 
study, La Rue Jones (1980) found that for all the babies, parent-infant contact 
fell below the 4 hours per day recommended by Klaus and Kennell (1976 L W  hilst 
they received an average of 6.1 hours of contact with staff per da}, they 
average!only 45 minutes contact with their parents.
Whilst these results provide information concerning the overall contact with 
babies it is important to look at the types of handling babies receive.
Blackburn (1980) divided caregiving activities into:
1. loving-stroking
2. diaper-feeding
3. miscellaneous-technical
4. out of cot/incubator.
They found contact in group 3 was the most common,with contact in group 1 the 
least common. In fact some babies had no episodes in this category recored.
This finding was supported by Brown (1984) who found touching, rocking and 
talking to babies occured during less than 1/3rd of the contacts.
One study (Minde et al, 1978) has produced evidence suggesting maternal contact 
in terms of looking, smiling, touching and vocalising inceased over time. This 
study also emphasised the interactive nature of parent-baby contact. They 
classified mothers and babies into high, medium and low activity groups. The 
correspondence between mother and baby activity levels were not significant, 
but none differed by more than one category. Some studies have suggested the 
low rates of parent—baby’contact in NICU and SCBU's are due to the decreased
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responsiveness of premature or ill babies (Allen, 1982; Anderson and Auster 
Liebhaber, 1984). Minde et al (1983) however, found that mothers maintained low 
levels of interactions with their baby even when the baby had recovered. Thio 
is contrary to the finding of other authors (e.g. Field 1977) who reported 
mothers of sick premature babies seemed to overcompensate once the baby had 
recovered by interacting more intensely with them.
Having reviewed the literature for staff, parents and babies in SCBU and NICU's 
it is important to look at the research question in relation to the information 
obtained.
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THE RESEARCH QUESTIONS
In beginning to answer the question 'Is there a need for a psychology service 
to a SCBU?' the relevant literature has been reviewed. From this it is apparent 
that there are three broad areas in which psychologists have been involved that 
are applicable to work on a SCBU i.e.:
stress
communications 
infant contact
Therefore, in relation to the SCBU the following questions arise:
Staf f
1. Vhat aspects of work on the SCBU, if any, do the staff find stressful?
2. Vhat coping strategies and support systems do staff employ?
3. Are communications perceived as satisfactory between
a) nursing and medical staff?
b) staff and parents?
4. Would staff like more information regarding parents and babies emotional
needs and how to deal with them?
5 . Do staff feel there is a need for an additional service for parents and/or
babies?
Parents.
6. Vhat are parents reactions to:
a) their baby?
b) the unit in general?
7. Vhat do parents find stressful whilst their baby is on the unit?
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8. From whom do parents consider themselves to be receiving support whilst
their baby is on the unit?
9. What information is given to parents with babies on the unit?
10. How much contact do parents have with their baby whilst it is on the
unit?
BaMss.
11. How much contact do babies on the unit have with staff, parents and 
siblings?
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METHOD
Environment
This study took place in a SCBU situated in a small District Maternity Hospital 
(119 beds) in the West Midlands. There is accommodation for a maximum of 18 
cots with the average daily number of occupied cots being 11.86 (figures for 
1985/6). Facilities are available for 2 intensive care cots at any one time 
depending on staffing levels. Table 1 shows the activity trends for the unit 
from July 1985 to March 1986,
Most of the babies on the SCBU come from the labour or post-natal wards 
although some are transferred from other hospitals. Occasionally it is 
necessary to transfer babies from this SCBU to another unit. Many of the 
parents whose babies come to the SCBU are from ethnic minorities, particularly 
the Asian community. Whilst several of these are not officially from within the 
District's catchment area, they live locally and may have had babies in the 
hospital themselves, or relatives who have had babies there. Policy is in the 
process of being tightened, with people being encouraged to use facilities in 
their own District. It is in the 10 year plans that this unit will move to the 
District General Hospital site.
Facilities on the unit consist of 2 large rooms and 4 side rooms. There are 
also 2 rooms available for mothers to stay in,with a lounge and kitchen 
accessible to all parents. Staff have a coffee room. The unit occupies a two 
storey building situated in the centre of the grounds not directly connected to
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other hospital buildings. Therefore mothers visiting from the post natal wards 
need to be accompanied by a nurse and a porter. An open visiting policy 
operates with parents free to phone the unit at any time.
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Subjects
All information given by subjects was anonymous. As with other sections of the 
research the subjects fall into 3 categories i.e.:
Staff associated with the unit.
Parents of babies on the unit.
Babies on the unit.
Let us consider each in turn.
Staff
Pilot study - The research began with a pilot study. For this one member of 
staff from each of the professional scales of medical, nursing and associated 
staff took part : 4 from the medical staff, 6 from the nursing staff and 3 from 
associated staff, Within each professional grade the member of staff 
interviewed was chosen randomly. Each member of staff was allocated a number 
and then random numbers were generated using a calculator. Staff were then 
approached and asked to participate, only one declined to take part, the reason 
given as being too busy, Another random number was generated for the staff in 
this category and that person interviewed. All except 3 members of staff were 
female. 7 were full-time, 5 spent only part of their time on the unit. Length 
of time worked on this unit ranged from 4 months - 22 years. See Appendix 1 
for a more detailed summary.
Onppitinnnaire - For the main study a questionnaire was administered to all 
staff on the unit. 25 of the 44 staff completed and returned this. Of these, 6 
were doctors, 15 nurses and 4 associated staff. 7 worked day duty only, 1
night duty only and the rest did both. All except 3 members of staff were 
female. Length of time on the unit ranged from 1 month - 14 years. See 
Appendix 2 for a more detailed summary.
Parents
Structured Interviews - A consecutive sample of parents of 10 babies on the 
unit was taken. All parents whose baby was admitted to the unit and stayed for 
more than 24 hours between 21.2.86. - 20.3.86. and 2.4.86. - 5.4.86. were informed 
of the research and asked if they would be willing to participate. Parents of 2 
babies refused. Reasons given for this were that the parents were too worried 
about their baby (one had congenital abnormalities) and that the home 
circumstances were too difficult (the baby later went for foster placement). 10 
mothers and 9 fathers took part. One mother was unmarried with no partner.
The age range was 19 - 54 years. For 7 of the couples this was not their first 
baby. 5 of the mothers had caesarian sections and 5 vaginal deliveries. None 
of the mothers were working. 4 of the fathers were unemployed the remaining 5 
being factory workers, 8 of the parents were Caucasian, 10 Asian and 1 Vest 
Indian. All parents had one baby on the unit when interviewed. See Appendix 3 
for more detailed summary.
Babies
Interview - Details were taken of the 10 babies whose parents were interviewed. 
7 of the babies were female and 3 male. Birth weight ranged from 1220 - 3640
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grams. 5 of the babies were full term and 5 premature (i.e. 32-36 weeks of 
gestation at birth). The length of time the baby was on the unit when the 
interview was carried out ranged from 1-7 days, The total length of time the 
baby was on the unit ranged from 4-22 days. 2 babies had been on the unit 
previously. One baby had been transferred from another hospital. There were a 
variety of reasons for the baby being admitted to the unit. See appendix 4 for 
details.
Observational Study - The study was concluded by observing babies on the unit 
for a 3 hour period on each of 4 days. As this was to obtain a general 
overview of contact levels, limited information about the babies was taken, 12 
babies were on the unit for the 4 days of observations. 6 were male, 6 female. 
Birth weight ranged from 870 - 4260 grams. Staff and parents on the unit 
during these periods were observed only in relation to their contacts with the 
babies.
Interviewer and Observers
All interviews were carried out by the researcher (i.e. the author). As she had
compiled the questionnaires she was familiar with them and their answer
classification system. For the observational study a second observer was used.
For two days this was a Clinical Psychology Trainee in the 1st year of the KSc
course. She had not met any of the staff on the unit previously. For the 
second two days it was a Clinical Psychologist from the Child and Adolescent 
Speciality of the District Psychology Service. She had visited the unit prior 
to the observations and thus might have been known by some of the staff on 
duty. The researcher was à 28 year old, female, post graduate in the 2nd year
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of the MSc course in Clinical Psychology. For the interviews and observational 
study the researcher and observers were dressed fairly formally in the style 
appropriate to their professional role on the SCBU.
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Measures
Information about the potential need for a psychology service was gathered in 4 
different ways i.e. :
Semi-structured interviews with staff.
Staff questionnaire.
Structured interview with parents.
Observation of contacts with babies.
Semi-Structured Interviews
The project began with a pilot study consisting of semi-structured interviews 
with a random sample of staff. The aim of these interviews was to gather 
information that could be used to compile the staff questionnaire and structured 
interviews with parents. A semi-structured format with open-ended questions 
was adopted so that areas staff felt were important could be explored. Topics 
covered in the interview were those highlighted by the literature review, the 
broad outline being:
Introduction - a brief explanation of the nature of the study and general 
details about the staff member.
General - details of work on the unit, stresses and coping strategies. 
Communication with Parents - strengths and weaknesses.
Staff Interactions - methods of staff communication.
See Appendix 5 for full semi-structured interview format.
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Staff Questionnaire
With the information gained from the literature review and semi-structured 
interviews a staff questionnaire was drawn up. A questionnaire was chosen as 
the most appropriate measure as it enabled information to be gathered from all 
staff on the unit willing to participate in the study in the limited time period 
available. The measure was developed by the researcher as no standardised 
questionnaire covering all the areas necessary had been used previously. The 
questionnaire was designed following recommendations by Sudman and Bradburn
(1983) i.e. largely close-ended questions with either various answers specified 
or rating scales. Specified responses were taken from the answers given by 
staff in the semi-structured interviews.
The areas covered in the Staff Questionnaire were:
General - background information relating to time worked on the unit etc.
Staff Stress - potentially stressful aspects of work identified in the
literature and from the semi-structured interviews were rated by 
staff. Coping strategies and support systems were investigated. 
Communications - aspects of staff-staff and staff-parent communication 
were examined.
Addi t i ona l  Service - staff were asked whether they felt there was a need for an 
additional service for parents or babies. Also whether they 
felt they had sufficient information regarding parents and 
babies emotional needs.
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The category 'other' was included in most questions as well as room for 
additional comments by staff. In this way the questionnaire format was 
sufficiently flexible to enable staff to mention areas of possible needs which 
had not been identified previously. See Appendix 6 for full copy of Staff 
Questionnaire.
Structured Interview
The parent questionnaire completed during a structured interview was developed 
from information gathered via the literature review and semi-structured 
interviews with staff. A structured interview format was adopted as many of 
the parents who have babies admitted to the unit do not read, making a postal 
questionnaire unfeasible. Also it was felt that parents might be distressed at 
this time and an interview would allow the researcher to be sensitive to this. 
As some of the parents do not speak English an interpreter was arranged, 
although in the eventuality she was not needed, The questionnaire was 
developed by the researcher as no standardised measure was available, some 
questions were based on those used in other studies in the area however, to 
allow comparisons to be made. (See Appendix 7) Other questions were 
synonymous with those posed in the Staff Questionnaire to highlight areas of 
similarity/difference. (See Appendix 8) Each question was read to the parents 
by the researcher. Their answer was then categorised according to the 
responses specified on the questionnaire. These categories were the same as 
those used in the staff questionnaire and were taken from the answers given by 
staff in the semi-structured interviews.
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The areas covered by the Parent Questionnaire were:
General - background information about the parent, baby and family.
Pregnancy and Delivery - details about antenatal care, type of delivery 
and what happened at the delivery.
Ppactinn tn the Unit and Their Infant “ details of the first visit to the
unit, reaction to their baby and the unit environment. How 
involved they were in their baby's care.
Information - whether parents felt able to ask for information, who gave 
it and if they understood.
Visiting - length of visits, whether these increased anxiety.
Support - who parents considered they were getting support from.
See Appendix 9 for full copy of Parent Questionnaire, Appendix 10 for copy of 
Parent Questionnaire prepared for the Interpreter (answer categories were 
omitted to reduce bias) and Appendix 11 for copy of infant details.
Observational Measure
On 4 separate days the researcher observed the babies on the unit to determine 
the amount and type of contact they had and who this contact was with. For 
this a Planned Activity Check (Risley and Cataldo, 1973) format was used. The 
researcher designated different positions in the ward areas of the SCBU from 
which observations of the babies in that room could be made (See Figure 1). 
Observations were carried out every 15 minutes. When in position, 2 observers 
noted the number of staff, parents and babies present and classified any form 
of contact there was taking place between them. Contacts (engagement) were 
defined as:
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P : Physical
Any form of physical contact with the subject of that 
observation.
V : Verbal
Any form of verbalisation with the subject of that 
observation.
The direction of the interaction was not recorded due to difficulties in 
determining this. The categories were not mutually exclusive. The information 
was recorded on observation charts (See Appendix 12 and 13 for Instructions 
and Observation Charts respectively).
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PROCEDÜRE
The study of this SCBU took place between July 1985 and May 1986. The 
procedure can be divided into 7 broad phases:
Phase 1
Orienta tion and Information Gat hering
During this phase the details of the research were discussed with the Director 
of Nursing Services, Consultants, Nursing Officer, Unit Administrator and the 
Social Worker for the SCBU, Psychologists and other professionals working on 
SCBU or NICU's throughout Great Britain were contacted and two units in the 
Region were visited. Thus information was obtained regarding work currently 
being carried out in this area.
Phase 2
Submission of Research-Proposals
From the information obtained, an outline of the research to be undertaken was 
drawn up and submitted to the following bodies. (See Table 2)
It had been proposed that the project would begin in October 1985, " Due to the 
delay in the outlined research being accepted, however, it was not possible to 
start the study until December 1985. This delay, in association with concern 
over shortages of nursing staff on the unit, necessitated the following 
amendments to the proposed research, i.e.:
1. Staff would be informed about the research by means of a handout about 
the research and not the short talk and discussion planned by the
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Table 2
Bodies to Which Research Proposals were Submitted
| Body
1
I Date Submitted 
1
Date Accepted |
I Regional Ethics Committee 
| District Health Authority
1
1
I 19.8.85. 
1
12*10.85. I
| Ethics Committee I 6.9.85. 
1
25.10.85. 1
| Unit Management Team I 3.9.85. 
1 
1
28.11.85. 1
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researcher.
2. The number of structured-interviews was reduced from the parents of 20 
babies admitted to the unit to the parents of 10 babies.
3. The proposal to interview these parents again 10 weeks after their baby
had been discharged from the unit was cancelled.
Phase 3
Staff... Information
In all communications with staff (in this and other phases) the staff members' 
name was put on the letter and the envelope addressed to them personally. In
this way it was intended staff should feel personally involved in the research
and thus increase their participation in it. All staff associated with the SCBU 
were initially sent two information sheets. These explained: 
the purpose of the research 
funding for it
basic information about the structure and work of the 
District Psychology Service
general information about the work of a Clinical Psychologist 
A question and answer format was adopted to explain the research (See Appendix 
14).
Phase 4
Staff Interviews - Pilot Study.
Semi-structured interviews were carried out from 15.12.85. - 29.1.86. with a 
random sample of staff i:e. one person randomly selected from each of the
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professional scales of staff associated with the unit. Staff were approached by 
the researcher on the unit and asked if they were willing to participate. All 
interviews were conducted by the researcher in one of the offices on the unit 
with the exception of one interview which was carried out in an office in the 
Administration Department. Prior to the interview, staff signed a consent form 
(see Appendix 15). Interviews lasted for approximately 30 minutes.
Phase 5
Parent Interviews
One of the hospital interpreters translated the Information Sheet for Parents 
and Parent Consent Forms into Punjabi, Urdu and Hindi, She was available to go 
through information sheets with parents and act as interpreter during 
interviews, but in fact this was not required. In one instance where the mother
spoke very little English her husband translated for her and refused the
presence of an interpreter. Clearly the reliability of information obtained in 
this way may be questionable.
A folder was compiled by the trainee and given to staff on the unit. On the
front were instructions for staff (see Appendix 16) and inside, information 
sheets for parents in English, Punjabi, Urdu and Hindi (See Appendix 17). Staff 
gave the information sheet to all parents who had babies admitted to the unit 
(and stayed longer than 24 hours) between the dates 21.2.86. - 20.3,86, and 
2.4.86, - 5.4.86. If the parents were willing to participate, an appointment 
was made for the researcher to see them, at least 24 hours later. In order to 
ensure this procedure was followed and ran smoothly the researcher visited the
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unit every evening at 6.30 p.m. (weekends included) for the dates specified. At 
these times she checked parents of babies admitted to the unit had been given 
information sheets and whether interviews had been booked for that evening or 
the following day. In total, 42 visits were made to the unit over six weeks.
At the beginning of March, redecoration was undertaken of the sluice (the 
researcher had not been notified previously). This necessitated the closure of 
some of the siderooms and reduced admission to the unit. Thus it took longer 
than anticipated to collect the sample of parents.
Interviews were carried out with both parents present in one of the offices or 
siderooms on the unit, with the exception of 2 interviews conducted in a 
sideroom on one of the post natal wards. The researcher explained who she was 
and checked parents had received the information sheet. Each parent then 
signed a consent form. (See Appendix 18) Interviews lasted approximately 30 
minutes.
Phase 6
Staff Questionnaire
On the 22.3.86. questionnaires were distributed to all staff associated with the 
unit (i.e. 44). Each member of staff received an envelope containing: 
an explanatory letter (see Appendix 19) 
a questionnaire (see Appendix 6)
an envelope addressed to the researcher for them to return 
the questionnaire via the internal post (to maintain 
con f identiality>
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Staff were requested to return the questionnaire even if they did not wish to 
fill it in.
Three weeks later seventeen completed questionnaires had been returned. A 
letter was sent to all staff reminding them of the questionnaire and asking 
them to complete it by 1.5.86. (See Appendix 20). This closing date was chosen 
to allow analysis of the results. 25 questionnaires were received in total 
(56.7%).
Phase 7
Observational Data
As the project had been delayed, both initially and by the decoration of the 
sluice, time available to carry out observations was limited. During her visits 
to the unit the researcher had noted that parents were there mainly between the 
hours of 2 - 8 p.m. Thus this time was chosen to carry out the observations in 
order to collect information on parent as well as staff contact with the babies, 
A weekend and 2 weekdays were specified to allow comparisons to be made.
After liaising with the Nursing Officer for the SCBU the following dates and 
times were agreed.
Saturday 3rd May 2 - 5 p.m.
Sunday 4th May 5 - 8  p.m.
Tuesday 6th May 5 - 8  p.m.
Wednesday 7th May 2 - 5  p.m.
A letter was sent to all staff to be displayed on the SCBU informing them of 
these arrangements. (See Appendix 21)
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Prior to beginning the observations the 2nd observers were briefed as to how to 
record data and trial observations were conducted. Vhen the observers arrived 
on the unit they introduced themselves to the member of staff in charge. They 
explained briefly what they would be doing and that they would not be 
communicating with staff or parents during the observations. 15 minute 
intervals were set for the observation timesywith the exception of two one-hour 
periods on 2 observation days,when they were taken every 5 minutes. This was 
done in order to obtain an indication of how representative the 15 minutes 
observations were of contact with babies on the unit. Observations were 
carried out as described in a previous section. Only one sideroom was in use 
due to a second phase of decorative work being conducted on the offices and 
milk kitchen.
When the observations were concluded,a letter was sent to all staff explaining 
that the research was completed and feedback would be given to them later in 
the year. (See Appendix 22).
It is important to note that whilst phases have been listed in order, some 
overlap did occur between them.
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RESULTS
The results will be presented in the sections :
Staff
Parents
Babies
Within each of these areas the results will be looked at in relation to the 
research questions posed.
Staff
Results presented in this section were taken from the Staff Questionnaire. 
Research Question 1 - What aspects of... work, .an the ..SCDlL_do ths gt&ff find 
stressful?
Q9 ; Staff were asked to rate a number of potentially stressful work situations. 
These ratings were rank ordered for each category of staff. See Table 3.
For each member of staff the stress ratings were numbered (0 = not at all 
stressful to 4 = extremely stressful). These were added to provide an overall 
stress score for that individual. The highest potential for a stress score was 
105. The average stress score obtained by staff was 51.7 (range 33-68). The 
stress scores for nursing and medical staff were compared by means of a t-test 
(See Appendix 23 for formulae). As there was no signif icant difference between 
the groups, nursing and medical staff were considered together and a t-test 
used to determine whether.the stress scores were significantly different for
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TABLE 3
Situations Which Staff Found Stressful Placed in Rank Order
1
1
Doctors Nurses Others
R.O | 
1
S ituat ion R.O. I Situation R.O. | 
1
Situation
1 | 
1
Staff not working 
together.
1 I Staff Shortages 
1
2.5 | 
1
Staff not working 
together.
3 | 
1 
1
A lot to do in a 
short space of time
2.5 | Staff not working 
I together.
1
2.5 I 
1 
1
A lot to do in a 
short space of 
t ime.
3 I 
1
A baby dying. 2.5 I Equipment 
I breaking down.
2.5 I 
1
The change over 
of junior doctors.
3 I 
1
Staff shortages. 4 1 Talking to parents 
| whose baby died.
2.5 | 
1
Staff shortages .
5.5 I 
1
Looking after very 
ill babies.
5.5 | A baby dying. 5.5 I 
1
Organising other 
staff.
5.5 I 
1 
1
Talking to parents 
whose baby has died.
5.5 I Changes in the 
I organisation of 
I the hospital.
5.5 I 
1 
1
Changes in the 
organisation of 
the hospital.
7 | 
1
Equipment breaking 
down.
8 I A lot to do in a 
| short time.
11.5 I Equipment breaking 
down.
8.5 I 
1
Emergency work. 8 | Emergency work 
1
11.5 I 
1
The unpredictable 
nature of the work.
8.5 | 
1
Talking to parents 
of very ill babies.
8 I Looking after 
I very ill babies.
11.5 I 
1
Emergency work.
10 | 
1 
1
Talking to parents 
who don't speak 
English
10 | Talking to 
| parents of very 
I ill babies.
11.5 I 
1 
1
Talking to parents 
who don't speak 
English.
12 | 
1
Service planning 
issues.
11 I The change over 
I of junior doctors.
11.5 I
1
The heat of the 
unit.
12 | 
1 
1
The change over of 
junior doctors.
12 I Talking to 
I parents of a 
| handicapped baby.
11.5 I 
1 
1
Service planning 
issues .
12 | 
1 
1
Talking to parents 
of a handicapped 
baby.
13 I Talking to 
| parents who don't 
I speak English.
11.5 I
1
1
Looking after very 
ill babies.
14 I 
1 
1
Organising other 
staff.
15 | Working with the 
| same babies every 
I day.
11.5 I
1
1
Talking to parents 
of very ill babies.
15 I 
1 
1
Changes in the 
organisation of the 
hospital.
15 I The heat of the 
I unit.
1
11.5 I 
1 
1
A baby dying.
16 | 
1 
1
The unpredictable 
nature of the work.
15 | Service planning 
I issues.
1
11.5 | 
1 
1
Dealing with 
professionals out­
side the unit.
18.5
1
1
The heat of the 
unit.
17 I Organising other 
| staff.
18 |
1
1
Talking to parents 
whose baby had 
died.
18.5
1
Noise of the 
equipment.
18.5 I Noise of the 
I equipment.
18 |
1
Noise of the 
equipment.
18.5
1
1
Talking to parents 
in general.
18.5 I Dealing with 
I professionals 
I outside the unit.
18 | 
1 
1
Talking to parents 
of a handicapped 
baby.
18.5
1
1
Dealing with 
professionals out­
side the unit.
20 | The unpredictable 
| nature of the 
I work.
20.5 | 
1
Working with the 
same babies every 
day.
21 |
1
1
Working with the 
same babies every 
day.
21 I Talking to 
| parents in general 
1
1
1
1
Talking to 
parents in general.
Where R.O. is Rank Order and 1 = the most stressful situation.
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those staff who had worked on the unit for under twelve months compared to 
those who had worked there for 12 months and over, See Table 4 for results.
The staff category 'others' was not included in this analysis as numbers of 
subjects was small (i.e. n = 4) and all had worked on the unit for more than 12 
months.
Qll : Staff were asked if they found it difficult to leave work behind. 5/6 
doctors said 'Yes', whereas 13/15 nurses and 4/4 others said 'No'.
Q32 : "Do you get emotionally attached to babies on the unit?"
10/15 nurses and 3/6 doctors replied 'Yes'.
If Yes, which :
9/10 nurses and 3/3 doctors said those babies who were on the unit a long time. 
Brief Answer to Research Question 1 
Most stressful situations were :
staff not working together 
staff shortages
There was no significant difference in overall stress score between nursing and 
medical staff, nor between those staff who had been on the unit for less than 
12 months compared to those staff who had worked there for more than 12 
months.
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Table 4
Comparison of Stress Score in Terms of Profession and Length of Time on
Unit
| Comparison | t 
1
1
1 df 
1
1 1 
I Significance I 
1 1
| Medical vs Nursing Staff
1
1 0.194 
1
1
1
1 19
I
1 1 
1 1 
| Not significant | 
I I
| Under 12 months vs 
I Months and Over
12
1
I 0.103
1
1
1 19 
1 
1 
1
1 i 
| Not significant | 
1 1 
1 1 
1 1
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itesearch Ques t ion 2__=__ghat XQfiing 5t.rate.gig.s ■.and Support Systems do Staff
Employ?
Q10 : Staff were presented with a number of statements describing how they 
might cope with stressful situations and asked to rate whether they used them 
usually (u), sometimes (s) or hardly ever (h). Coping strategies were 
classified into 4 groups :
Social (Soc)
Cognitive (C)
Behavioural (B)
Affective (A)
For each professional group the frequency that the majority of people (i.e. 50% 
or over) rated themselves as using that strategy was recorded.
See Table 5.
Q12 : Staff were asked who they considered supported them in their work on the 
unit:
Senior members of staff
Other members of the same profession
Family
were listed by all professional categories as the most common forms of support.
Q7 : Staff were asked to rate how satisfying they found various aspects of work 
from 0 (not at all satisfying) to 4 (extremely satisfying). Ratings were
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Table 5
Type of Coping Strategy and Frequency of Use
| Type of 
I Strategy Statement
Doctors | 
1
n = 6 | 
1
Nurses | 
1
n = 15 | 
1
Others | 
n = 4 |
I Soc I talk things over with family 
or friends.
1
5 |
1
1
1
S | 
1
S |
I Soc I talk things over with staff on 
the unit.
1
S |
1
1
u I 
1 
1
u 1
I Soc I involve myself in interests 
besides work.
1
s I 
1
1
u I 
1 
1
u 1
1 c I tell myself it was probably for 
the best.
1
H |
1
1
1
s |
1
1
s 1
1 c I get more information about the 
situation so I can make a 
decision.
1
U | 
1 
1 
1
1
u I
1
1
U |
1 c I think the situation through and 
decide what to do.
1
u |
1
1
1
u I
1
1
u 1
1 B I go and see what's happening for 
myself.
1
s | 
1 
1
1
u | 
1 
1
u I
1 B I do things one at a time.
1
S 1 
1
u 1 
1
U |
1 B I take myself away from the 
situation.
1
H |
1
1
1
s |
1
1
s 1
| A I cry.
1
H | 
I
1
H | 
I
H |
1 A I lose my temper. s 1
I
H | 
I
H 1
| A I don't feel I cope. H | 
1
H |
1
s 1
Where U = Usually, S = Sometimes, H = Hardly ever and Soc = Social 
C = Cognitive, B = Behavioural and A = Affective
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summed to provide an overall score and then ranked. Staff in the category 
'others' did not answer this question. Nursing and medical staff ranked the 
following aspects of work as most satisfying:
Babies surviving and going home well.
Having done a good day's work.
Working in a team.
Brief Answer to Research Question 2
Support systems and coping strategies used by staff:
Support: Senior members of staff.
Other members of staff.
Family.
Coping Strategies: All staff used cognitive strategies frequently.
Nursing and other staff also used social and 
behavioural strategies frequently.
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T?fiSRarch Oupstinn 3 - Are communications perceived as satisfactory. ~betwesn_L
a) nursing and medical staff?
Q 1 4  ; Staff were asked whether the working relationship between medical and 
nursing staff on the unit was very good, good, fair or poor. 4/6 doctors, 12/15 
nurses and 2/4 others replied 'good'. Only 1/25 rated it as 'poor'.
Q 13 : "Do you think it would be useful to have regular meetings between nursing 
and medical staff on the unit?"
4/6 doctors and 13/15 nurses replied 'yes'. Staff in the category others did 
not answer this question.
12/15 nurses and 3/6 doctors thought these meetings should be general 
discussions about babies on the unit.
Brief Answer to Research Question 3a)
Staff rated their communications as good but thought regular meetings between 
nursing and medical staff on the unit would be useful.
b) Staff and Parents!
Q16 : Strengths of communications with parents on the. unit were given by staff 
(n = 25) as:
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Open visiting (23/25)
Doctors and nurses always available to talk to (22/25)
Facilities for some parents to stay (18/25)
Relaxed atmosphere (17/25)
Q17 : Areas that were seen as posing difficulties in communications with 
parents were:
Communication with parents who didn't speak English (22/25) 
Parents with social problems (13/25)
Not knowing what parents are feeling (8/25)
Q18 : "Please list any suggestions you have for improvements."
Of the 10 staff who answered this question:
8 : more contact between mothers and babies
4 : more involvement from other staff (3 interpreter; 1 social 
worker)
4 : more information for parents i.e. information booklet
Q19 : "Do you think parents ask for all the information they need?"
21/25 staff said "no".
Reasons given for this were:
Not wanting to be too much trouble (17/21)
Language problems (16/21)
Not knowing what to ask (15/21)
Not knowing how to ask (11/21)
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Q20 : "Do you think it would help parents to be given an information booklet
about the unit before they first came here?"
22/25 staff said "Yes".
11/22 staff thought this should be given to the parents when they first visited 
the unit.
Q21 : "Is there agreement over who is responsible for talking to parents?" For
results to this question see Table 6.
Of the 9 staff who replied "Yes" :
5/9 stated a sister or doctor
3/9 stated a doctor
1/9 stated "whoever’s available"
Q23 : Do you have difficulties in involving parents in the care of their baby?" 
For replies see Table 7.
"If yes, why?"
Of the 7 staff who answered this part of the question 4 mentioned reluctance to 
visit -
e.g. "Some parents only visit infrequently and are reluctant to stay 
for long."
4 mentioned worries about the baby being small or ill -
e.g, "They often think the baby is too fragile and small to handle."
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Table 6
Staff Views as to Responsibility for Communicating with Parents
Is There Number of Number of
Agreement? Doctors Nurses
Yes 3 6
No 3 6
Table 7
Staff Views on Involving Parents in Caretaking Activities
Are There Number of Number of
Difficulties1. Doctors Nurses
Yes 3 7
No 3 7
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Q6 : In order to gain an idea of whether staff saw communications with parents 
as part of their responsibilities, staff where asked to list briefly what their 
responsibilities on the unit were. Of the 21 staff who answered this question: 
17: listed care of the babies
9: listed administration and running of the unit
6: listed teaching and reassuring parents 
5: listed teaching and organising staff
Brief Answer to Research Question 3b)
The majority of staff thought parents do not ask for all the information they
need and an information booklet would be useful. There was no clear agreement
over who was responsible for talking to parents.
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T?pRPBrch Ouncrhinn 4 - Vnuld staff like more infQripatxQn regarding parents and
babies emotional needs and how to deal with them?
Q29 : "Would you like more information about parents' emotional needs and how
to deal with them?"
4/6 doctors replied "No"
10/15 nurses and 3/4 others replied "Yes"
Q33 : "Would you like more information about babies emotional needs and how to 
deal with them?"
10 replied "Yes" (3 doctors, 6 nurses, 1 other)
12 replied "No" (3 doctors, 8 nurses, 1 other)
Q5 : "Have you had any background in Psychology?"
13 replied "Yes" (3 doctors, 7 nurses, 3 others)
12 replied "No" (3 doctors, 8 nurses, 1 other)
Most staff who replied "Yes" reported that this consisted of lectures during 
training or study days.
Brief Answer to Research Question 4
Nurses and others stated they would like more information regarding parents
emotional needs but views were mixed as to whether more information regarding 
babies emotional needs was required.
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ftpejearch Question 5 - Do staff feel there ..is a used, for &n .additional servies.
for parents and/or babies?.
Q30 ; "Are there parents who you feel would benefit from an additional service.
4/6 doctors, 10/15 nurses and 3/4 others said "Yes"
"If yes, please describe briefly".
Answers to this part of the question fell into 3 broad categories .
Parents whose baby : 
had died 
was handicapped
was in the SCBU for a long time 
Parents with social or financial problems.
Parents with a history of psychological problems or
child neglect in the past.
Q 3 4  ; "Are there any babies who you feel could benefit from an additional
service to help their development?"
3/6 doctors, 4/15 nurses, 2/4 others replied "Yes"
"If yes, please give details"
Of the 4 people who answered this part of the question, all described additional
contact for the babies. Examples of comments :
"Avoid leaving babies alone for long hours when they are awake."
"Playing with babies who are in a long time."
"Encouraging parents to be more involved with their baby"
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Of the nurses who replied "No" to this question several mentioned the demands 
of work and how busy they were.
Brief Answer to Research Question 5
The majority of staff felt there was a need for an additional service for 
parents. There was diversity of opinion regarding a service for babies. Half 
the staff in the categories doctors and others thought this would be useful in 
terms of additional contact for babies. Less than l/3rd of nurses agreed with 
this.
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SUMMARY
Overall the ranking given to potentially stressful situations was very similar 
for all 3 categories of staff. Staff issues being the most stressful e.g. ’staff 
not working together’ and 'staff shortages’. Similarly a baby dying received a 
high ranking from all staff members. Environmental factors were given low 
stress ratings as was talking to parents in general. Talking to parents m  
specific circumstances however, was rated as far more stressful by medical and 
nursing staff. The most stressful of these being 'talking to parents whose 
baby had died’. There was a difference in ranking for 'changes in the 
organisation of the hospital % with the ranking given by nurses and others being 
far higher than that given by doctors . Others also ranked 'the change over of 
junior doctors' as more stressful than nurses or doctors. There was no 
significant difference between medical and nursing staff in the overall stre== 
score. Nor was there a difference between those staff who had worked on the 
unit for under 12 months compared to those who had worked there for over 12
months,
The majority of staff used a range of coping methods, although the most 
commonly used strategies for all categories of staff were cognitive. Nurses 
and others rated themselves as using social and behavioural strategies more 
frequently than doctors. The majority of staff listed using affective measure^ 
infrequently. There was consensus by all categories of staff in that they rated 
themselves as being supported by people both at work and at home. The most 
satisfying aspect of work being given as 'babies surviving and going home well.'
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Staff described communications between them as 'good', although they thought 
regular meetings between medical and nursing staff would be beneficial. In 
terms of staff-parent communication, there was general agreement parents don't 
ask for all the information they need and an information booklet would be 
useful.
Nurses and others stated they would like more information regarding parents 
emotional needs but views were mixed as to whether more information regarding 
babies emotional needs was required. Similarly, most staff felt there was a 
need for an additional service for parents, but there was diversity of opinion 
regarding a service for babies. Half the staff in the categories doctors and 
others thought this would be useful in terms of additional contact for babieo. 
Less than a third of nurses concurred with this.
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PARENTS
Results presented in this section have been taken from the Staff Questionnaire 
(S.Q.) and Parent Interview (P.M. To provide an overall view of the parents 
experience of having their baby on the SCBU descriptions of 2 couples have been
taken from the P.I.
Mr. and Mrs. S
Mr. and Mrs. S were caucasien parents who had a baby girl on the unit. Their 
daughter was a 3340 g. full term baby. This is how they described their
experience.
Mrs. S already had a little boy when she found she was pregnant for the second 
time. She went to clinics at the hospital, but not antenatal classes because 
she said "she didn't really like that sort of thing." Vhen she was 5 months 
pregnant Mrs. S was told she had a low afterbirth and might have to have a 
caesarian section. She was admitted to hospital for 2 days due to bleeding.
Vhen it came to the time however, she was able to have a vaginal delivery with
her husband present.
At the delivery the doctors broke the waters and saw the baby had had her 
bowels opened. They told Mr. and Mrs. S they would have to bring the baby over 
to the unit as soon as she was born. Mrs. S was very worried by this. Mr. S 
however, said he didn't worry because they'd been told it was just routine.
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When their baby was born Mr. and Mrs S were able to hold her before she was 
taken to the unit. They visited the SCBU that day. Both said they felt worried 
when they saw their daughter there and the equipment around her, but they 
didn't notice the other babies or equipment on the unit.
By the time Mr. and Mrs. S had been visiting their baby for a week they had 
both bottle fed her, and Mrs. S had changed her nappy. Mrs. S said "it was 
nice to do something for her" and she had enjoyed it. Mr. S said simply "it
was great."
Visits for Mr. and Mrs. S were about once a day for an hour. Mrs. S said she 
found it difficult being on a separate unit from her daughter, «either found 
the parents on the post natal ward very supportive because "they all had their 
babies", in fact Mrs. S said she was upset by a baby in the room next to her 
who was waiting to be adopted and "was always crying". She said she would 
have liked to have seen more of her baby but "they were understaffed and you 
need a nurse and a porter. One or the other was always busy." Mr. and Mrs. S 
said visiting made them less anxious. They worried what would happen to their 
daughter in the future and if she would live. Mr. S said "it worried me when 
they said she was over the danger period. I didn't know there had been a
danger period."
Mr. and Mrs. S both praised the staff on the unit. They said they were 
friendly, approachable and willing to give information.
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Mr. and Mrs. T
In contrast to Mr. and Mrs. S.  Mr. and Mrs. T were an Asian couple who had a
1220 gram, preterm (32 weeks), baby girl on the unit.
This was Mr. and Mrs. T’s first baby. Mrs. T had attended the clinics and both
she and her husband had been to 3 antenatal classes. Mrs. T sard her pregnancy
^ n o r m a l  until s h e c a m e ^ . . ^ n . t a l a p ^ ,  H e r b l o C p r ^ u r s w .
high so they had admitted her to hospital. Mr. T said he was told they were
^ t r y l n g t o  bring his wife, blood pressure down. He went h . e  where he got
have to perform a caesarian section.
Beither parent saw their baby at the delivery. Mr. T said I wa= m
room. Tbeysnldl'dgot.llttleglrl. Theysaldshew.reellyweakand
was on the SCBU and he could see her. H e  w e n t  straight over.
unltwnsverywnrm.butdldn.tnotloeanyoftheotherbnbl.orequlp.en,
^  he saw his daughter he felt relieved ,he was moving her arms and legss
I thought she was doing fine.
»„ ,...... ». «« “* ” * i°ia b" •*“ "■1 ■ ;‘i
said this helped.
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Mrs. T's fault her daughter had been born early.
iEliS
have asked if I want to touch her but I say no."
H»
supportive.
! — U 1*‘ “ t '* “ ■
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Research Question 6 : Vhat are the parents reactions to :
a) Their baby?
Q18A (P.l) "How did you feel when you first saw your baby." See Table 8 for 
responses.
Q18B (P.l) "How your baby has been here a while, how do you feel about 
him/her?"
7/10 mothers said 'fine' or 'happy'
7/9 fathers replied 'O.K./fine'
Seeing their baby get better was the most common reason given for this change.
Q22 (S.Q.) Staff were asked how they felt parents reacted when they first saw 
their baby. Of the 18 who answered this question; they replied;
worried/anxious (6)
frightened (3)
upset (7)
reassured (1)
happy (1)
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Table 8
Parents Feelings When They First Saw Their Baby
Number of 
Mothers (n=10)
Number of 
Fathers (n=9)
Horrified 1 0
Worried/Anxious 5 2
Frightened 0 0
Upset 1 1
Relieved 1 1
Reassured 0 3
OK/Fine 0 2
Overjoyed 2 0
-7 1
b) The unit in general?
Q15A (P.l) "How did you feel when you first saw : the unit, equipment around
your baby, other equipment and other babies on the unit?"
See Table 9 for responses.
Q18B (P.l) Parents were asked how they felt about the above aspects at the 
time of the interview. All replied "Fine/OK".
For fathers the reason for this difference was given as 'explanations'. For 
mothers, it was getting used to the environment and seeing the equipment being 
taken away.
Q22 (S.Q.) Staff (n = 20) were asked what they thought parents reactions were 
to:
a) the unit - worried/anxious (10), confused (4)
b) equipment around their baby - frightened (8), confused (4)
c) other equipment on the unit - frightened (4), confused (2), upset (5)
d) other babies on the unit - reassured (8), interested (3)
Brief Answer to Research Question 6
Initially the reactions of mothers to their babies tended to be more negative 
e.g. worried/anxious, whereas fathers tended to have more positive or neutral 
reactions e.g. reassured, OK/fine. Over time there was a convergence of opinion,
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with most parents saying they felt 'fine' or 'happy'. Staff perceived parents as 
being worried/anxious when first seeing their baby.
Most parents said they felt 'fine/OK' on first seeing the unit, few reported 
being worried by other equipment or babies on the unit. Feelings parents 
experienced in reaction to equipment around their baby varied. Some parents 
reported feeling worried by this, whilst others were not. Staff rated parents 
as feeling worried/anxious about these factors.
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Research Question 7 ; Vhat do parents find_str.es.sful . whilst their baby is_QH 
the unit?
Q42 (P.l.) "What have you found most stressful for you whilst your baby has 
been on the unit?"
1 mother and 3 fathers said 'nothing'.
2 mothers and 3 fathers said whether their baby would die or grow up with 
abnormalities.
7 mothers and 3 fathers said the separation e.g.
"I can't hold him when I want to"
"I just want to be with her"
Q26 (P.l.) "How do you feel about your baby being on a separate unit to you?"
All fathers said they felt alright about it e.g.
"I know she has to be here. There's more special equipment. I feel 
O.K. about it."
The mothers all said how difficult they had found it e.g.
"I felt very depressed. I felt worried, I felt anxious. I was in 
this room on my own, without my baby. I was so lonely. I was very 
depressed. It would be good, I think, a unit near the mothers where 
we can just walk in and out."
"I hate it."
"When I was on the post natal ward I just wanted to be here all the 
time, I had nothing else to do. I felt frustrated because the other
mums were all looking after their babies and I didn't have mine."
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"Vhen I was on the ward I felt sad. Just wishing she was next to me.
The other mothers had their babies, but not me. I've been staying with 
my mum but today I'm going home. I was crying this morning, thinking 
how happy I would be if she was alright and I was taking her home. Just 
thinking of going to the house on my own makes me so sad. It feels so
empty and alone. I went into the front room this morning and looked
in her pram. I pulled back the blanket but she wasn't there. I thought 
: why has God done this to me?"
Q41 (P.L) Vhat have you worried about most since your baby has been on the 
unit?
1 mother and 3 fathers said "nothing".
3 mothers and said the separation.
6 mothers and 6 fathers said whether their child would die or grow up with
an abnormality.
Q24 (S.Q.) Staff were given a number of potentially stressful situations for 
parents. They were asked to rate them from not at all stressful (o) to
extremely stressful (4). These ratings were added for each situation providing
an overall score. These scores were then ranked. The three most stressful 
situations as rated by staff were:
whether their baby will live or die.
whether their baby will have an abnormality,
being separated from their baby.
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Brief Answer to Research Question 7
All mothers found the separation from their baby very stressful. Some fathers 
also found this stressful. The majority of mothers and fathers reported 
worrying about whether their child would die or grow up with an abnormality. 
Staff were accurate in their perceptions of what parents found stressful.
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Ressarch Quest ion 6__= From.-whom_da. .parents consider themselves to be
r_£ceiying_siippQrt wh ilst  their baby is  on the unit?
Q43 (P.L) Parents were asked who they felt they were getting support from.
All said:
family
friends
staff (doctors and nurses)
As well as this ;
5 mothers and 4 fathers said other parents with babies on the unit.
3 mothers and 1 father said other parents on the post natal ward.
Q44 (P.l.) "Vhat support have you found the most valuable?"
17/19 parents said their family.
2/19 said the doctor explaining what was happening to their baby.
Q45 (P.l.) and 27 (S.Q.) Parents and staff were asked whether they thought it 
would be helpful to have a group for parents of babies on the unit. See Table 
10 for responses.
Brief Answer to Research Question 8
Family and friends were the most important source of support for parents, Some 
found other parents on the unit supportive, but many said they had little
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contact with them. Very few said parents on the post natal ward were 
supportive. In fact, many were distressed by seeing them with their babies.
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Table 10
Parent and Staff Views as to Whether a Parent Group Would be Helpful
Parents 
Mothers Fathers Doctors
Staff
Nurses Others
Yes 4 2 2 11 3
No 6 7 4 4 1
Table 11
Parents First Physical Contact With Their Baby While He/She Was 
On The Unit
1st Visit 2nd Visit 4th Visit
On Post 
Natal 
Ward Haven't
Mothers 6 1 1 2 0
Fathers 2 4 0 2 1
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Research Question 9__= Vhat information j.s_given to parents with babies on the
unit?.
Q1 (P.l.) In order to determine whether parents were prepared for their baby
going to a special unit, they were asked if they thought the pregnancy had been
normal.
7/10 mothers and 6/9 fathers replied "Yes".
Q2 (P.l.) "Did you attend antenatal classes?"
9/10 mothers and 8/9 fathers replied "No".
Q7 (P.l.) "When were you told your baby was coming to the unit?"
6 mothers and 6 fathers were told at the delivery.
2 mothers were told, when they woke from anaesthetic following caesarian 
section.
2 couples had babies who went to the post natal wards initially and then to the 
SCBU.
Q8 (P.l.) "Who told you?"
10 parents were told by the SCBU doctor.
9 parents by the labour or post natal ward nurse.
Q9 and 10 (P.l.) "Vhat did they say?" and "Did you understand?"
7/10 mothers and 7/9 fathers reported being given a reason for their baby being 
taken to the SCBU. Of these, 2 mothers said they were also told their babies
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condition. 2 couples were given a time their baby would be on the unit i.e. 1/2 
hour and 24 hours. Neither was accurate.
Examples :
"The doctor said he had to come over to the unit because he's a bit small."
"The doctor said there's nothing to worry about, he's just coming over here for 
24 hours."
"The nurse said she was very weak and had to come to special care."
All parents reported understanding what they had been told.
Qll (P.l.) "Before you came to the unit, were you told how your baby was?"
10/10 mothers and 4/9 fathers replied "Yes".
The 5 fathers who replied "No" had all gone straight to the unit after the
delivery. Of parents who replied "Yes", 5 had been told by the doctor, 5 by the
nurse and 4 by their husbands.
Q12 (P.l.) "Did you see a photo of your baby before you came to the unit?"
5 mothers and 1 father had. All said it helped e.g.
"It's lovely to look at him when you're not with him."
Q13 (P.l.) "Do you know why your baby has come to the SCBU?"
8/10 mothers and 8/9 fathers replied "Yes".
1 mother said "I haven't thought of asking."
1 couple said they weren't sure.
2 mothers and 1 father reported the mother as the cause of the baby being on 
the unit e.g.
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"Because of my blood pressure and not eating properly."
Q15, 16 and 17 (P.l.) Parents were asked who they saw when they first visited 
the unit and if they had understood what was said.
All except 5 fathers saw a nurse first. All parents said the staff member 
explained their babies condition and the equipment. 17/19 understood this 
information. Of the 2 mothers who said no, one commented :
"I was so confused I wasn't taking anything in,"
Q27, 28, 29, 30 and 31 (P.l.) Parents were asked if a lot of staff had looked 
after their baby since he/she had been on the unit, All parents replied "Yes" 
but said they had been able to ask for all the information they needed as all 
the staff were friendly, open, helpful and willing to talk. They said they felt 
they could ask any of the staff for information and had understood what they 
had been told.
Q32 (P.L) "Would it have helped to have been given some information about the 
SCBU before you first came here?"
6 mothers and 4 fathers said "Yes". All said this should be given after the 
delivery but before the first visit to the unit.
Of the 4 mothers who said "No", 2 said this was because they already knew the 
unit from relatives babies being on there previously.
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Brief Answer to Research Question 9
Most parents were not prepared for their baby being admitted to the SCBU in 
that they considered the pregnancy to be normal and had not attended antenatal 
classes. Most were told their baby would need to go to the unit at the 
delivery. Many of the fathers went straight from the delivery to the unit.
Thus the fathers were often an important source of information for the mothers.
When the parents visited the unit they reported being given information which 
they understood. They also felt free to ask any member of staff for 
information when they required it. Mothers in particular, however, reported 
that an information booklet would have been useful before visiting the unit.
—84**
Research Question 10 - How much contact do parents have with their baby whilst 
it is on the unit?
Q5 (P.l.) "Did you see your baby at the delivery?"
6 mothers and 7 fathers replied "Yes". All mothers who said "No" had had a
Caesarian Section. Of the parents who replied "Yes", 4 mothers and 1 father
also touched their baby.
Q6 (P.l.) "Vhat happened after your baby was delivered?"
Most babies were taken straight to the SCBU. An example of a comment by a 
parent was:
"She was put into an incubator, I felt dreadful, I thought it was the last time 
I would see her."
Q14 (P.l.) "When did you first visit the unit?"
8 fathers and 3 mothers visited the same day their baby was taken to the unit. 
1 father and 3 mothers visited the next day.
4 mothers did not visit until 2-7 days later.
The mother who could not visit for 7 days was able to have her baby taken to 
her for visits in the ward. The longest time a mother went without seeing her 
baby was 5 days.
Q19 (P.l.) "When did you first touch your baby?"
See Table 11 for answers to this. ( ç i
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Q20 (P.L) "How did you feel then?"
6 mothers and 5 fathers said "good".
2 mothers and 3 fathers felt "worried".
2 mothers were "scared".
Q21 (P.l.) "Have you felt encouraged to be involved in the care of your baby?" 
9/10 mothers and 8/9 fathers said "Yes".
Q22 (P.l.) "Would you have liked more, less or the same amount of involvement 
in your baby's care?"
All fathers said "the same".
5 mothers said "more" and 5 said "the same".
Of the mothers who said "more", all said this could be done by them being with 
their babies more e.g.
"Just by being with him all the time"
"If she had been nearer I could have seen more of her and done more 
for her. I think there should be a unit near to the mothers who've 
had their baby. It would be good."
Q28 (S.Q.) Staff were asked if they felt parents could be involved more in the 
care of their baby.
5/6 doctors, 5/15 nurses, 2/4 others replied "Yes".
Q24 and 25 (P.l.) Parents were asked if they had tried feeding and changing 
their babies. See Table 12 for responses.
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Table 12
Parental Involvement in Caretaking Activities for Their Babies
Mothers Fathers
"Have you tried feeding your baby?"
YES 9 5
NO 1 4
"Have you tried changing your baby?"
YES 5 0
NO 5 9
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All mothers and fathers reported enjoying this involvement e.g.
"It's great to do something to help" (mother)
"I did it today. I really had to screw up my courage but I did it.
It was great." (father)
Q34 (P.l.) "Have you had any difficulties with visiting your baby?"
5 mothers and 1 father replied "Yes".
Difficulties were :
with having a porter and nurse to escort them (2) 
not feeling well enough (1) 
transport (3)
Only one person reported receiving help with these and that was from her 
mother.
Q36 and 37 (P.I.), Parents were asked the frequency and duration of their 
visits. See Table 13.
Parents all came from within 5 miles of the hospital.
Q39 and 40 (P.l.) 25 and 26 (S.Q.) Parents and staff were asked if visiting 
influenced parental anxiety. See Table 14 for responses.
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Table 13
Parental Visiting to the Unit
Mothers Fathers
"How often do you visit?"
Once a day. 6 7
Twice a day. 4 2
"How long do you stay?"
1/2 Hour 1 3
1 Hour 4 5
2 Hours 4 1
3-4 Hours 1 0
Estimated total time on unit per 
day :
1/2 Hour 1 2
1 Hour 3 5
2 Hours 3
2-8 Hours 3 2
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Table 14
Responses From Parents and Staff as to Whether Visiting Affected 
Parental Anxiety
Mothers 
n = 10
Fathers 
n = 9
Staff
n = 22
"Do you find visiting makes 
you
More Anxious 1 0 0
Less Anxious 7 3 17
Neither 2 6 5
"When you are away from the 
unit, do you worry :"
More 8 3 13
Less 1 1 3
The same 1 5 6
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Brief Answer to Research Question 10
As far as contact with their baby was concerned, most parents had touched their 
baby by the 2nd visit to the unit. Reactions to this were mixed. Parents 
reported feeling encouraged to be involved in the care of their baby although 
half of the mothers said they would have liked more involvement. More mothers 
than fathers had fed and changed their baby. All reported enjoying this.
The majority of parents visited the unit once a day for an hour. Most parents 
spent less than 2 hours on the unit per day. Fathers reported visiting did not 
make them more or less anxious. Mothers, however, stated visiting made them 
less anxious and that they worried more when they were away from the unit.
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SUMMARY
Differences were apparent between maternal and paternal feelings when they 
first saw their baby. The majority of mothers reported feeling worried/anxious, 
whilst the majority of fathers were relieved or reassured. Staff reported 
parents to be worried/anxious when first seeing their baby. In terms of the 
unit environment most parents said they felt "fine/OK" when they saw the SCBU 
and few were worried about other equipment or babies on the unit. There were a 
variety of feelings regarding equipment around their own baby, however, with 
some parents feeling worried about this and others not. Again, most staff 
rated parents as feeling worried/anxious about these factors.
The majority of mothers reported the separation from their baby as the most 
stressful feature of their child being on the unit. Fathers' reactions were 
mixed. Most parents worried that their baby would die or grow up with an 
abnormality. Staff were accurate in their estimates of what parents found 
stressful. Whilst these aspects were stressful, parents did report receiving 
support from family, friends and staff. Some found other parents on the unit 
supportive, but many said they had little contact with them. Very few said 
parents on the-post natal ward were supportive.
The majority of parents had not attended antenatal classes and considered the 
pregnancy to be normal. Most were told their baby would need to go to the 
SCBU at the delivery. Many of the fathers went straight from the delivery to 
the unit thus the fathers were often an important source of information for the
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mothers. Parents reported being given information on the unit, which they
understood. They felt free to ask for information when they required it. They
did feel however, that an information booklet would have been useful 
(particularly mothers) before visiting the unit.
As far as contact with their baby was concerned, most parents had touched their
baby by the 2nd visit to the unit. Reactions to this were mixed. More mothers 
had fed and changed their baby than had fathers. All parents felt encouraged 
to be involved in the care of their baby, but half the mothers said they would 
have liked more involvement. Doctors and others thought parents could be more 
involved in their babies care(but only a small number of nurses agreed with 
this. The majority of parents visited once a day for an hour. Thus, per day, 
over half of parents visited for one hour or less, with 3/4 visiting for 2 hours
or less. Most fathers reported visiting did not affect their anxiety, however,
most mothers stated visiting made them less anxious and that they worried more
when they were away from the unit.
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BABIES
Results in this section were taken from the S.Q., P.I. and observations of 
contact levels for babies on the unit.
Research Question 11 - How much contact do babies on the unit have with staff, 
parents and siblings?
Q47 (P.I.) Parents were asked “Have you discussed your baby with your other 
children?"
Of the 7 couples who had other children, all replied "Yes" e.g.
"Our son's been in. He asks why we're not taking her home. I said she wasn't
very well. I don't know how much he understands."
Q35 (S.Q.) Staff were asked "Do you think other children in the family could be
more involved with the baby whilst it is on the unit?"
5/6 doctors and 12/15 nurses replied "Ho".
2/4 others replied "Yes".
Suggestions for increased involvement included helping to feed and change the 
baby, also :
"Encouraged to write letters or draw pictures for display on the unit, in order 
to promote the feeling that the baby belongs to the family."
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Engagement Levels
Results presented under this heading refer to babies in the Large Hut area of 
the SCBU (babies who require more intensive nursing) and in the Small Hut area 
of the SCBU (i.e. babies who require less intensive nursing). The observations 
of the sideroom were excluded as only one sideroom was in use, with one baby 
present.
Reliability
2 observers were present for each of the observation periods. The first step 
of analysis was to calculate inter-rater reliability using the formulae in 
Appendix 24. The Reliability over the 4 observation days for the Large and 
Small Hut ranged from 96.32 - 99.35%.
Engagement
For each observation taken in the Large and Small Hut areas of the SCBU the 
total number of babies present and total number of babies engaged were summed 
(Total Attendance and Total Participating respectively). Using the formulae in 
Appendix 25 the percentage engagement of the babies for each observation was 
calculated.
First it was necessary to assess whether there was a significant difference 
between percentage engagement calculated from observations taken every 5
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minutes, compared to that calculated from observations taken every 15 minutes.
A t-test was used (formulae Appendix 23). There was no significant difference 
between them. Thus results presented in this section are based on data 
obtained from observations taken at 15 minute intervals.
Two time periods and portions of the week had been selected for observations to 
be conducted i.e.
2-5 p.m. Time Period vs 5-8 p.m. Time Period 
Weekday vs Weekend
T-tests were carried out to determine whether there were significant differences 
between percentage engagement in relation to hour of the day, or day of the 
week. As no significant difference was found (See Table 14) all 4 days of 
observations were considered in total.
Comparisons were carried out by means of t-tests, calculating whether there was 
a significant difference in engagement levels between the Large Hut and Small 
Hut areas of the SCBU and also between babies who were nursed in incubators 
and those nursed in cots, The results of this are presented in Table 15.
As there was no significant difference in percentage engagement related to the 
variables in Table 14 the observations were considered in total.
The time the babies were engaged (either physically, verbally or both) was 
calculated as a percentage of the total observation time (See Appendix 26).
This was 29.13%. The percentage of this which was spent in each type of
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Table 15
Results of Comparisons of Percentage Engagement According to Time, 
Day of Week, Place and If Nursed in an Incubator
Comparison t df Significance
2-5 p.m. vs 5-8 p.m. :
Large Hut Area 1.46 50 N.S.
Small Hut Area 1.04 50 N.S.
Weekday vs Weekends :
Large Hut Area 0.57 50 N.S.
Small Hut Area 0.3653 50 N.S.
Large Hut Area vs Small 
Hut Area 1.678 102 N.S.
Incubators vs Cots 0.825 206 N.S.
Where N.S. = Not Significant
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engagement and with whom is presented in Table 16 and in graph format in Fig.
2 .
Although the activity was not recorded,the impression gained during these 
observations was that engagement largely consisted of caretaking activities e.g. 
feeding, nappy changing and, in the case of nurses, instrumental activities e.g. 
taking temperatures. Fathers seemed to spend a lot of the time they were on 
the unit watching their wife with their baby.
Finally, the percentage of time mothers and fathers were present during the 
observation period was calculated (see Appendix 27). This was 10.77% for 
mothers and 5.69% for fathers.
Summary
There was no significant difference in percentage engagement in relation to 
time (i.e. period of the day or day of the week) or environment (i.e. area of the 
SCBU or incubators vs cots). Overall, babies on the unit were engaged for 
29.13% of the observation period. Most of this engagement was physical and the 
majority was with nurses or mothers. Fathers and doctors had very little 
direct contact with the babies. The impression gained whilst collecting this 
data was that the majority of engagement was comprised of caretaking activities 
and instrumental activities (where nurses were concerned).
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T able  16
Type of Engagement and Whom This Was With, As a Percentage of the Overall 
Engagement of Babies
1
1 % 
1
Engagement 1
1
Total Time I 
Engaged With |
1
1 P 
1
V PV I Total 1 
1 1
Baby in 3 Hr | 
Time Period | 
(in Minutes) |
| Mothers
1
I 27.1 
1
0.9 6
1 1 
1 34 I
1 I
17.83 1
| Fathers
1
I 3.2 
1
1.7 0.9
1 I 
1 5.8 |
1 I
3.04 1
| Siblings
1
I
0.4 - 1 0.4 I 
I I
0.21 1
| Grandparents
1
|
0.9 - 1 0.9 I 
I I
0.47 I
| Doctors | 1.0 0.7 - 1 1.7 |
I I
0.89 1
| Nurses 1 39.9 
1
3.2 13.8 1 56.9 I 29.81 I
| Other Staff
1
1
0.3 -
1 1 
1 0.3 I 
1 1
0.16 1
I TOTAL
1
I 71.2 
1 
1 
1 
1 
1
8.1 20.7 I 100 I 
I (29.13% of | 
j total | 
| observation | 
I time) | 
1 1
52.41 I
Where P = Physical Contact, V = Verbal Contact and PV = Physical and 
Verbal Contact.
-V
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SUMKARY OF RESULTS
Information was gathered by means of staff interviews, staff questionnaire, 
parent interviews and observations of interactions with the babies. Results 
showed that staff issues were perceived as the most stressful by all members of 
staff. All staff used a range of support systems and coping strategies to deal 
with stressful situations, although nursing and other staff reported using 
social and behavioural strategies more frequently than did medical staff.
In terms of communications on the unit, these were generally thought to be 
satisfactory by both staff and parents. Staff did feel regular staff meetings 
and an information booklet for parents would be helpful however. Parents also 
thought an information booklet would have been beneficial. There was general 
agreement more information for staff regarding parents emotional needs would be 
useful, but opinions were mixed as to whether more information regarding babies 
emotional needs was required.
All mothers and some fathers found being separated from their baby very 
stressful. Most parents worried whether their child would die or grow up with 
an abnormality. Mothers tended to be more worried than fathers on first seeing 
their baby, reactions to equipment around their baby were mixed. Staff were 
accurate in their perceptions of what parents found stressful whilst their baby 
was on the unit,, but tended to rate parents as more worried/anxious in response 
to environmental factors.
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Staff thought there was a need for an additional service for some parents i.e. 
those with past difficulties, whose baby had died or was handicapped. Views 
were mixed as to whether an additional service for babies was required. Those 
staff who thought this would be useful suggested this should take the form of 
additional interaction for babies on the unit.
As far as contact with the babies on the unit was concerned, most mothers had 
fed and changed their baby by the time they were interviewed. Half the mothers 
said they would like to be more involved in their babies care and this could be 
done by them spending more time on the unit. Most parents spent 2 hours or 
less on the unit per day. Mothers reported visiting made them less anxious and 
they worried more when they were away from the unit. Most of the contact 
babies on the unit had was physical and the majority of interaction was with 
nursing staff.
Thus, in answering the questions : "Is there a need for a psychology service?" 
four main areas where psychology input could be appropriate have been 
identified i.e. :
staff stress
staff - parent communication 
parent stress 
infant contact 
Let us now discuss these in more detail.
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DISCUSSION
When an interest is expressed by a department in receiving psychology input, 
the temptation for the psychologists involved may well be to respond 
immediately by providing a service. The question that then arises is what type 
of service to provide and for whom? In the past, psychologists have worked 
largely on a one-to-one basis seeing individual clients, so this approach might 
be chosen. With small numbers of psychologists and large numbers of clients 
being referred, however, this way of working has been brought into question 
(McPherson and Sutton, 1981). Psychologists have increasingly moved into new 
ways of delivering services e.g. by teaching other professionals or intervening 
at an organisational level. Although the importance of maintaining at least 
some client contact has been stressed (Bender, 1976).
When the interest expressed in a psychology service eminates from an area 
where psychologists have only recently become involved i.e. Paediatric General 
Medicine, the situation is complicated further. The role of psychologists in 
this area is still in the process of development and is far from being well 
defined. There are few guidelines as to what type of service would be 
appropriate or indeed, if any is required.
This research addressed these issues by taking a step back from the 
discussions of what type of service would be appropriate and posing the 
fundamental question : Is there a need for a psychology service? In answering 
this question a detailed assessment of the unit had to be carried out. From
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this many interesting findings arose. Let us now discuss these in terms of how 
they integrate with current literature in the area and what recommendations can 
be made from them in terms of future research and service delivery.
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Discussion of Results in Relation to Current Literature 
Staff Stress
One area which has been identified as a possible sphere for psychology input is 
that of staff stress. In the literature review it was mentioned that there had 
been little investigation, prior to this study, into staff other thay nurses. It 
was interesting therefore, that this study found no significant difference in 
stress score between nursing and medical staff and that they gave very similar 
rankings to potentially stressful situations. This could reflect the 
similarities of the work, thus the same situations were found stressful.
Results should be interpreted with caution however, as the overall stress scores 
were low, thus differences may have been minimised and the sample size was 
fairly small (i.e. 15 and 6 respectively).
The situations ranked as most stressful were similar to those identified in the 
literature (Boxall, 1981; Jacobson, 1978) i.e. staff not working together and 
staff shortages. Unlike Boxall's findings, however, environmental factors (e.g. 
the heat and noise of the unit) were given low rankings by all categories of 
staff. One reason for these low stress rankings could be that the unit
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environment is quite pleasant, being light with big windows and fairly good 
staff facilities.
An interesting finding was that whilst 'talking to parents in general' was given 
a very low ranking by all staff, talking to parents in particular circumstances 
(e.g. when their baby had died) was ranked as far more stressful by nursing and 
medical staff. This concurs with the results of descriptive studies which have 
suggested it is these aspects of communications which staff find stressful 
(Sherman, 1982; Swane Parente, 1982; Thornton, 1984; Whitfield et al, 1982) and 
not staff-parent communication per se,as some studies have suggested (Boxall, 
1981). Staff in the category 'others' gave all aspects of communications with 
parents a lower rating than did medical and nursing staff. It is possible that 
this was because they have less contact with both parents and babies and thus 
become less involved with them. It is worth noting that nursing and medical 
staff stated they did get emotionally attached to babies, in particular those 
who were on the unit for a long time. Also the aspect of their work which gave 
them most satisfaction was a baby surviving and going home well. Thus it is 
possible that when a baby dies staff have feelings of loss and failure 
themselves which may make communications with parents more stressful. A more 
detailed study would need to be carried out to determine if this was the case.
Although medical and nursing staff gave higher stress ratings to aspects of 
communications with parents, staff in the category 'others' gave a higher 
ranking to 'the change over of junior doctors'. This could be a reflection of 
the greater influence junior doctors have on their work. Several mentioned the
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direct affect the junior medical staff have on their work load and their ability 
to organise this. Whilst junior doctors will have an influence on the work of 
nursing and medical staff on the unit, perhaps this is balanced by other 
aspects of work they do not influence, enabling these staff to be less disrupted 
by the junior doctors during their induction period.
Finally in relation to staff stress, it is interesting to note that there was no 
significant difference in stress score found between those staff who had been 
on the unit under 12 months compared to those who had worked there for over 12 
months. This was in contrast to the findings of Numerof and Abrams (1984),
The relationship between time on the unit and perceived stress is by no means 
straightforward. Clearly time on the unit will be related to years of 
experience. In this case most staff had had little experience prior to working 
on the unit, so length of time on the unit and years of experience were roughly 
equivalent. It may seem surprising then that no relationship was found between 
the variables. Other studies however (e.g. Bailey et al, 1980) had similar 
findings. Perhaps the perception of situations as stressful is influenced more 
by the availability of coping strategies and support systems than by the length 
of time the staff member has been on the unit.
This underlines the importance of looking not just at staff stress but also at 
coping strategies and support systems when assessing the need for a service.
The finding that staff listed:
senior members of staff
other members of same profession
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and family
as the most common forms of support is in line with the results of similar 
studies of nursing staff (Boxall and Garcia, 1983; Gribbins and Marshall, 1984).
As far as methods of coping were concerned, all staff used a range of 
strategies. This was thought to be an important factor as one strategy will 
not be effective in all situations. It was interesting that nursing and other 
staff used social and behavioural strategies more frequently than doctors. 
Several possibilities suggest themselves as an explanation for this result.
Staff in the categories nurses and others were all female, so it could be this 
result reflected a sex difference in preference for coping strategy. This seems 
an unlikely explanation however, as half the doctors were also female. Another 
possibility could be that there were smaller numbers of doctors to offer peer 
support. There were also small numbers of staff in the category others, 
however, and they reported using social and behvioural strategies frequently.
The most likely explanation seems to be in terms of availability. When staff 
were asked if they found it difficult to leave work behind, the majority of 
doctors answered "Yes",whilst the majority of nurses and others replied "No". 
Doctors are on call a large part of their time, therefore involving themselves 
in interests outside work and taking themselves away from the situation may be 
strategies which are less available as options for them.
Staff-Parent Communications
The second area identified as potentially appropriate for psychology
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involvement was that of staff-parent communication. It was mentioned in the 
literature review that whilst this topic has received attention in other areas, 
there has been very little research concerning this carried out on NICU's and 
SCBU’s. The fact that staff-parent communication on SCBU's and NICU's has 
received little attention may account, at least in part, for the fact that less 
than l/3rd of staff listed parent communication as part of their 
responsibilities on the unit. Also the question was open ended. If it had been 
close ended with a list of options including communications with parents, more 
staff might have indicated this was included in their duties. Certainly this 
finding should be interpreted with caution, as parents reported being given 
information in a form they could understand and feeling able to ask for 
information due to the friendly and open attitude of the staff. Thus parents 
reported staff gave them information even though the majority of staff did not 
list this as part of their responsibilities. One factor which could confuse the 
issue is that there was no clear agreement over who was responsible for talking 
to parents. When asked this question, half the staff said there was agreement 
and half stated there wasn't. Not all staff who felt there was agreement 
concurred as to whom the person responsible was.
Areas of communication with parents that staff found difficult included talking 
to parents who did not speak English and not knowing what parents were 
feeling. The majority of nurses and others stated they would like more 
information about parents emotional needs and how to deal with them. The
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majority of doctors, however, did not request this. It is possible that doctors 
feel they have sufficient information on this topic already, although only half 
had a background in psychology, with this consisting of brief lectures or one- 
day workshops in most cases. Another explanation is that doctors see this as 
being more within the responsibility of other professionals, eg. nurses. The 
latter seems likely, as many doctors mentioned the nurses had more day-to-day 
contact with the parents.
Responses relating to additional information regarding babies emotional needs 
were mixed. Half the staff felt they would like more information and half not. 
Again this could be that some staff do not see this as their role, or that they 
already have sufficient information. It is important to note that the emotional 
needs of the baby have only recently begun to be highlighted. Perhaps staff 
are, as yet, unsure what this area involves. Looking at the emotional needs of 
babies may not be easy for staff, who often have to carry out painful 
procedures on them. It is interesting to note that throughout the literature 
babies are generally referred to as infants or newborns. These terms do not 
have the same emotional connotations as the term 'baby'. Perhaps in both cases 
the professionals feel a need to distance the baby from the emotional issues in 
order to carry out their work.
It is interesting that when staff were asked their views as to whether an 
additional service was required for parents, some of the categories of parents 
suggested by staff as requiring a service were those with whom staff reported
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finding communications stressful (ie parents whose baby had died or was 
handicapped). It would be useful to assess whether staff still perceived these 
parents as requiring an additional service if they had more information on how 
to deal with these situations themselves.
In terms of improving information giving fboth staff and parents thought that an 
information booklet for parents would be beneficial. They differed in their 
estimates of when this should be given to parents however. Staff thought the 
first visit to the unit would be the most appropriate time, whilst parents 
thought it should be given after the delivery and before their first visit to 
the unit. More mothers wanted an information booklet than did fathers. This 
could be because half the fathers went straight from the delivery to the unit, 
so there would have been little time to read a booklet before their first visit. 
It could also be because fathers, having seen the unit before their wives, had 
already obtained information about it. For mothers, however, it was sometimes 
days before they were able to visit the unit. If their husbands were poor in 
giving them information about the unit, as suggested by Lissenden and Ryan 
(1982) this might explain more of them rating an information booklet as 
helpful. The topic of what information was given to the mothers by their 
husbands was not investigated by this study. This would be a useful area to 
investigate further.
Another area that would be useful to investigate is that of information given to 
parents with babies on the SCBU by non-SCBU staff. This was only examined 
very briefly by this study, but it did show that for most parents the baby
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being admitted to the SCBU was an unexpected event which they were informed of 
at the delivery, a very stressful period. Comments by parents e.g. that they 
were told "not to worry" or given inaccurate information regarding the length of 
time the baby would be on the unit suggests this area needs to be examined 
more closely.
Parent Stress
The third area identified as a possible focus for psychology input was that of 
parent stress. As mentioned in the literature review, there has been a 
considerable amount of research in this area. Many studies have looked at the 
reaction of parents to their baby on first seeing them. In this study a 
difference was noted in the reaction of mothers and fathers to their baby. The 
majority of mothers were worried/horrified/upset, whereas the majority of 
fathers were relieved/reassurred/fine. This is not a finding reported in other 
studies (Benfield et al, 1976; Drotar et al, 1975; Harper et al, 1976). The 
sample size in this study is fairly small (n = 19) so caution must be taken in 
drawing conclusions. One explanation for the finding however,could be that 
fathers were less willing to report being worried/anxious than were mothers.
Most staff rated parents as being worried/anxious on first seeing their baby, 
although some staff pointed out that parents vary in their reactions. This 
could be seen as lending support for the idea fathers were worried/anxious but 
not reporting it. It could also be that staff were more aware of maternal 
reactions, or that negative reactions have more impact on them. An alternative
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explantion for the finding is that reactions vary depending on how long it is 
after the delivery that the parent sees their baby. In this study most fathers 
saw their baby in the unit before their wives. In fact, many went straight 
from the delivery. It may be that after the trauma of the delivery and 
learning the baby must come to the unit, seeing their baby was reassurring,
Many mothers however, did not see their baby for two or more days. During this 
time they were given reports about their baby and will have developed 
expectations about its appearance. Five mothers had received a photograph of 
their baby, but none of these contained a scale to provide an accurate 
perception of size. Thus their new baby may have appeared quite different from 
their expectations, leading them to feel worried/anxious. This suggestion does 
seem to be supported somewhat, in that fathers who had longer time periods 
before seeing their baby were those who reported feeling worried/anxious. It 
would appear that for most parents positive feelings did develop over time as 
suggested in previous studies (Jeffcoate et al, 1979; Lissenden and Ryan, 1982; 
Royer, 1984).
In line with other research in the area (e.g. Mahan et al, 1981; Paludetto et al;
1981), all mothers found being separated from their baby very stressful, the 
majority reporting this as the most stressful feature of their baby being on 
the unit. Some fathers also found this stressful although reactions were mixed. 
This result might be expected as fathers would normally be separated from their 
babies whilst they were in hospital. Most parents reported worrying whether 
their child would die or grow up with an abnormality. These findings replicate 
those of Zeanah et al (1984) discussed in the literature review.
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In previous studies visiting has been found to increase parental anxiety (Crunn 
et al, 1983; Siefert et al, 1983). This finding was not replicated in this 
study, in fact fathers reported it did not affect their anxiety and mothers 
reported it reduced their anxiety with them worrying more when they were away 
from the unit. One reason for this discrepancy could be that the amount of 
time parents visited in this study was very low (i.e. most for less than two 
hours a day). If visiting were increased it would be important to note any 
effect this had on parental anxiety although Harper et al (1976) found parents 
did not want less contact with their baby even though visiting made them more 
anxious.
In terms of the parents finding the unit environment stressful, their reactions 
to this were mixed. As far as reaction to other babies and equipment on the 
unit was concerned, only 2/19 reported feeling worried by these. Some felt 
reassurred, but the vast majority said they did not notice. This is in 
concordance with the findings of Harper et al (1976) and Paludetto et al 
(1981). As far as equipment around their own baby was concerned, reactions 
were far more varied, with about half the parents feeling 'worried' or 'confused' 
and half 'reassured' or 'fine'. Again this finding is in line with the results 
of previous studies.
An area which prior research in this field has not touched on/is whether the 
feelings of parents in response to the unit enviroment change over time, as is 
the case with parental reaction to their baby. In this study parents were 
asked how they felt about aspects of the unit enviorment at the time of the
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interview. All replied 'fine' or 'O.K.'. Fathers attributed this change to 
receiving explanations from staff. Mothers however, emphasised the practical 
aspects of getting used to the environment and seeing equipment being taken 
away.
As with staff stress, it is important to look not just at stressful situations 
but also at support parents receive in dealing with these. Whilst studies have 
described the use of parent support groups, a review of the literature revealed 
none which asked parents what support they receive normally,nor which form of 
support they viewed as the most useful. From this study it was apparent that 
parents felt they were receiving support from family, friends and staff, with 
the family being the most valuable source of support for most parents. Some 
found other parents on the unit supportive but many said they had little 
contact with them. When asked if they would have found a group for parents of 
babies on the unit helpful, the majority replied 'no'. As far as parents on the 
post-natal ward were concerned it was perhaps not surprising that the majority 
of parents did not find these supportive and even reported feeling distressed 
by seeing them with their babies.
Contact with babies
The final area highlighted as potentially appropriate for psychology input was 
that of contact with the babies. Thornes (1985), in her review of SCBU's and 
NICU's in this country found it was common practice to involve parents in the 
care of their baby wherever possible. All parents in this study reported
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feeling encouraged to be involved in the care of their baby, although half the 
mothers said they would have liked more involvement. All said this could have 
been achieved by them being on the unit for longer periods. Staff in the 
categories 'doctors' and 'others' also thought parents could be more involved in 
their babies care, however less than one third of nurses concurred with this 
view. This might reflect nurses seeing increased involvement from parents as 
involving more work for them when they already felt under pressure. 
Alternatively, it could be that nurses felt they involved parents as much as 
possible already. Certainly parents reported this as being the case, their only 
suggestions for more involvement being more time spent on the unit.
In terms of parental participation in caretaking activities, the results of this 
study are similar to those of Harper et al (1976). The majority of parents had 
touched their baby by the second visit to the unit and most mothers had been 
involved in caretaking activities. Half the fathers had tried feeding their 
baby but none had changed his/her nappy. This finding seems to reflect parents 
views as to their role, for many fathers reported being encouraged to try 
changing their baby's nappy by the nurse, but saw this as their wives' 
responsibility. All parents reported enjoying this involvement although some, 
particularly fathers, were anxious about carrying it out. Royer (1984) had 
similar findings in his study of fathers involvement with babies on a NICU.
The observations on the unit revealed that babies were engaged for 29.13% of 
the observation time. This is higher than that reported in other studies (i.e. 
14.1 - 19.1% by Blackburn, 1980; 12.1% by Brown, 1984 and 19.8% by La Rue Jones,
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1982). It does not necessarily reflect a higher engagement per se, on this unit 
however. Other studies had 24 hour observation periods. Due to the limited 
time available, three hour observation periods were used in this study and the 
times chosen (for reasons given previously) were when parents were likely to be 
visiting the unit. Thus a higher engagement may have been due to the 
observation times chosen. It would be important to carry out 24 hour 
observations before direct comparisons of engagement could be made.
The fact that observations were recorded when parents were more likely to have 
been on the unit (i.e. from 2pm - 8pm) may also account for the finding that, 
of the 29.13% of the time babies were engaged, 34% of this was with mothers, 
whereas in the La Rue Jones (1982) study only 10% of the time babies were 
engaged was with their parents. Another difference between this study and that 
by La Rue Jones was that he found engagement with babies was equally 
distributed between mothers and fathers. That was certainly not the case here, 
with fathers being in contact with babies for only 5.8% of total baby 
engagement. It could be argued that fathers were present less than mothers, as 
mothers were on the unit for 10.77% of the total observation period whereas 
fathers were there for only 5.69% of the time. If this were the only factor 
however, one would expect the level of fathers engagement with their babies to 
be roughly half that of the mothers. Clearly this was not the case. This 
finding reinforces the impression gained whilst recording the observations that 
fathers spent a lot of time on the unit watching their wives with their babies 
but not participating themselves.
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In terras of type of engagement babies received, it was clear that most of this 
was purely physical (71.2% of the total engagement) with much less being verbal 
in nature (8.1% and 20.7% of the total engagement for verbal and verbal plus 
physical contact respectively). Whilst the direction and specific activity were 
not measured, the impression gained was that contact consisted largely of care- 
taking with little rocking, stroking etc. This is in line with the findings of 
the study by Blackburn (1980), in which the latter activities (termed Coving- 
stroking' by Blackburn) were found to be the least common form of contact.
It was very interesting that no significant difference was found in engagement 
between those babies who were in incubators compared to those in cots. One 
might expect interactions to increase once the baby was out of the incubator. 
Certainly Blackburn (1980) found babies in incubators were handled for 14.8% of 
the 24 hour period whilst those in cots were handled for 19.1% of this time. 
More studies need to be carried out before firm conclusions can be drawn.
These should be longitudinal in design to assess whether contact with babies 
increases when they are no longer nursed in incubators.
Another interesting finding was that there was no significant difference in 
engagement levels for those babies in the Large Hut area compared to those in 
the Small Hut area of the SCBU, Babies in the Large Hut generally require more 
intensive care than those in the Small Hut. This was similar to the findings 
of Brown (1984). He compared engagement on a MICU with that on a convalescent 
care unit and found no significant difference between them. This underlines the 
fact that norms for engagement are missing. Thus engagement might appear to
- 1 1 9 -
be low, but without evidence as to the levels of engagement on e.g. post natal 
wards or at home, it is difficult to interpret the results. It was apparent 
that some of the staff thought more contact for babies was required, as half 
the staff in the categories 'doctors' and 'others' thought an additional service 
aimed at providing this would be beneficial. Whilst less than l/3rd of nurses 
agreed with this view it is important to note that most of the nurses who 
disagreed,emphasised how busy they already were. This suggests they saw it as 
involving more work on their part, when they were already fully committed, If 
a service were recommended in this area, it would be important to take account 
of this fact if good working relationships between professionals were not to be
jeopardised.
Finally, an area investigated by this research which has not been looked at by 
previous studies was whether there was a significant difference in engagement 
depending on time (i.e. 2 - 5 pm vs 5 - 8 pm) or day of the week (i.e. weekday 
vs weekend). The number of observations carried out were limited so care must 
be taken in drawing conclusions from these results. It was interesting however, 
that no significant difference was found between the engagement of babies in 
relation to these factors. This might be due to the fact that nursing care will 
continue regardless of day of week. Also, the time and day of week would not 
affect the ability of parents to visit, as there was an open visiting policy.
One might have thought fathers would be more available to visit at evenings and 
weekends, but only half of them were working, so this was not necessarily the 
case. Also fathers contributed very little to the overall engagement of babies 
even when they were present.
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Hethodological Issues
Having considered the way in which findings from this study integrate with 
those of other investigations in the area it is important to discuss the 
methodological issues arising from this piece of work.
The first issue concerns the validity and reliability of the measures used. In 
terms of the observational measure, the Planned Activity Check (Risley and 
Cataldo, 1973) format has been found to be a reliable method of assessing 
engagement levels in a variety of settings, including a paediatric ward 
(Twardosz et al, 1973). In this study reliability data was obtained by having a 
second observer present throughout the observation periods. The fact that the 
inter-rater reliability was very high is a good indication that the observations 
accurately represented engagement on the unit. The observations were only 
carried out for periods of three hours over a few days however. It would have 
been useful to extend this time in order to establish whether the levels of 
engagement found were typical of those generally in operation on the SCBU.
As far as information obtained from interviews and questionnaires is concerned, 
the picture is less clear cut. Standardised psychological tests were not used^  
as none have been devised that provide a comprehensive assessment of a need 
for a psychology service. Individual tests could have been administered to look 
at specific aspects e.g. the State Trait Anxiety Inventory (Spielberger et al, 
1968) to assess staff anxiety levels, but would not have provided information 
as to the particular aspects of the work situation that contributed to this
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anxiety score. Therefore the questionnaire and structured interviews were 
developed by the researcher from a review of the literature and semi-structured 
interviews with staff. To take account, at least to some extent, of the fact 
that these were not standardised measures, questions were included (in both the
staff questionnaire and parent interviews) that had been cited in previous 
research. Thus it was possible to make comparisons with findings from previous 
studies.
Much of the data in psychological investigations is obtained from interviews 
and questionnaires. A difficulty with this method is that it relies on self- 
report information (as opposed to information gained from direct observation).
In order to provide information that complemented the self-report data, 
questions in the staff interviews were replicated in the parent interviews.
Thus staff provided information concerning parent behaviour and vice versa. In
future studies the observational component could be extended to include 
information on staff and parent behaviours. This could then be used to 
validate information obtained from questionnaires and interviews.
Whilst the measures used may have had the methodological difficulties outlined, 
it is important to note that they had the advantage of being specifically 
designed to address the questions posed by the research. Also, by using a 
questionnaire format it was possible for all staff associated with the unit to 
be invited to participate. Thus extensive data was obtained on staff views.
This was very valuable in that psychology involvement on SCBU's and NICU's is 
fairly recent. Some staff, however, had worked on the unit for many years and
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thus had considerable experience in this area which it is important to take 
into account, Another reason for obtaining staff views is that any new service, 
if it is to work well, must link in with the other services provided. If the 
service is set up in response to an identified need. especially if this is a need 
staff feel it is important to meet, this process will be simplified. Thus by 
asking for staff views the process of discussion and collaboration on which a 
service should be built has already begun.
It is not only the measures used in a study that need to be discussed when 
looking at methodological issues, but also the sample taken. As has already 
been mentioned, all staff associated with the SCBU were sent a questionnaire. 
Also one staff member from each grade in the professional categories : doctors, 
nurses and others was interviewed. The participation rate in the study was 
good, Only one staff member refused an interview and 56.7% of staff completed 
questionnaires. The reason for this compliance may have been partly 
attributable to the fact that care was taken to keep staff informed of progress 
with the research at every stage, as is apparent from the communications with 
staff outlined in the Method Section of this report.
As far as the sample of parents was concerned, this was smaller than had 
originally been intended and follow-up data could not be obtained due to the 
initial delays in gaining approval for the research. Follow-up information 
would be important to include in a future study so that changes in parent views 
over time could be assessed. The advantage of taking a consecutive sample of 
parents was that it provided a cross-section of parents with babies admitted to
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the unit. If more time had been available, however, a larger sample could have 
been taken with matched groups of parents allowing comparison between e.g. 
those parents whose baby was premature with those parents whose baby was full 
term.
As far as parent participation was concerned, the parents of 2 babies declined 
to take part in the study. As was mentioned in the Method section, there was 
evidence that these parents had difficulties^ in that one baby had congenital 
abnormalities and the other later went for fostering. This is a problem typical 
of much research i.e. how to assess the needs of those who do not take part.
It is possible that if these parents were offered a service they would not 
utilise this in the same way they did not become involved in the research.
This is not necessarily the case, however, as parents were told this was a 
research project. Thus they might not have seen it as being helpful to them, 
even if it was beneficial to other parents in the long term. It is important to 
keep these parents in mind when making recommendations for future work.
Finally, a very important methodological issue is that of external validity i.e. 
how far the results obtained from this study can be generalised. In the 
introduction it was pointed out that many studies have been carried out in 
America, but few in this country. Thus this study has provided valuable 
information concerning a SCBU in this country. One factor which could be said 
to have made the results of this study unrepresentative was the 2 phases of 
decorative work carried out on the SCBU during the investigation. These 
affected the parent interviews and observations on the unit. It was noted
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however, that for the entire time the researcher was involved with the unit 
some such event occurred e.g. staff shortages due to illness at Christmas. 
Perhaps the study would have been less typical if there had been no 
disruptions.
In order to assess whether results from this study can be generalised to other 
SCBU's and NICU's in this country, similar studies need to be carried out on 
other units using the same tools of measurement. Thus it could be determined 
whether similar results would be obtained in other settings,or whether the 
results from this study were an artefact of the particular SCBU investigated.
It could be argued that such research is time consuming and not economically 
viable. This is not necessarily the case however. Interest in this area is 
increasing with psychologists receiving more requests for input to SCBU's,
NICU's or other paediatric settings. Whilst this type of research may be time 
consuming, it is aimed at providing recommendations for a service in response 
to an identified need, rather than assuming a need and providing a service 
which might not be appropriate. Clinical psychology is unusual in that it is a 
profession based on scientific research. Investigation of service delivery 
issues seems an important area to utilise these research skills to the full. It 
should be remembered that research is a two-way process. Not only does the 
researcher discover information about the subjects he/she investigates which 
allows recommendations about service delivery to be made. Also, by the process 
of negotiation to set the research up and the communications throughout, the 
participants learn about the researcher and their way of working. Thus
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research can provide a sound basis from which good working relationships 
between professionals can be developed.
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Recommendations for Future Work
Having discussed methodoligical issues relating to this study it is important 
to look at the recommendations for future work that can be made. In doing this 
two broad areas need to be covered i.e. future research and future service 
delivery. Of course the two areas will not be mutually exclusive, for the 
researcher would recommend that any service provision supplied in response to 
this study should be planned in project format and carefully evaluated,as only 
recommendations can be given at this stage. Having acknowledged these points 
let us look in more detail at the two areas outlined.
Future Research
Mention has already been made in this study of some topics which it would be 
useful to explore further. At this point however, it is necessary to consider 
the study as a whole and bring these points together.
The first area highlighted by the study was that of stress. This research has 
demonstrated that for both the staff and parents it has been important to look 
not just at which situations were perceived as stressful, but also at support 
systems and coping strategies used. In terms of the staff, it was suggested 
that perceived stress might be influenced more by the availability of coping 
strategies and support systems than by length of time the staff member had 
worked on the unit. It would be useful to investigate this hypothesis further
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as results in this area have been shown to be conflicting (Bailey et al, 1980; 
Numerof and Abrams, 1984). The situation might be clarified if observational 
measures were used e.g. to assess the affects of stress on patient care. This 
study has also demonstrated the advantages of obtaining information from all 
types of staff, not merely nurses. In this way comparisons can be made as to 
whether staff perceive the same situations as stressful or whether certain 
professional groups report higher levels of stress. Whilst this study has 
produced some interesting findings in this area, similar studies are required 
sampling larger numbers of staff (particularly in the categories 'doctor' and 
'other') if firm conclusions are to be drawn.
The second area where suggestions for future work are important is that of 
staff-parent communication. At the start of this report it was noted that this 
type of research in NICU and SCBU settings was lacking. The focus of this 
study was the SCBU and staff associated with it. Thus information given to 
parents by non-SCBU staff was only touched on very briefly. The data obtained 
however, suggest this could be a productive area for further investigation.
Given that initially the mothers reported a more negative reaction than the 
fathers to their baby, two hypotheses have been suggested i.e.
i) information given to mothers from fathers and non-SCBU staff 
lead them to form inaccurate expectations of their baby, 
and/or
ii) parental reaction to their baby is more negative the greater
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the time between delivery and first seeing their baby on the 
unit.
It would be very useful to investigate these hypotheses for the results obtained 
would be directly applicable to clinical practise as well as providing 
information relevant to the mother-child attachment literature.
It is important to note that in this study the parent sample size was fairly 
small (n = 19). In future studies, larger samples could be taken with matched 
groups of parents to allow comparison between e.g. those parents whose baby was 
premature and those whose baby was full term, or those parents whose baby was 
delivered by caesarian section and those whose baby was delivered vaginally.
It is also important to be aware of possible cultural differences between 
parents, There is a growing literature on the importance of taking account of 
different attitudes and needs people from ethnic minorities might have when 
using health service facilities (e.g. Bunting, 1984; Jain, 1985; Walker, 1982).
In this study half the parents were from the Asian Community, No obvious
differences in expressed needs were apparent, but the sample size was too small 
to allow any meaningful comparisons to be made. It may be that the experience 
of having a baby admitted to a special unit transcends any cultural differences, 
but it is important to be aware that special needs may exist and future work
should be sensitive to this point.
The third area of interest when discussing future research is that of contact 
babies on the unit have with staff and parents. A major omission in the
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literature is that of normative data for babies contact levels in post natal and 
home settings. What might appear to be limited engagement on a SCBU may well 
compare favourably with engagement in other settings. Thus a normative data 
base needs to be developed if results from studies such as this are to be 
interpreted meaningfully. In order to obtain this, 24 hourly observations need 
to be carried out in SCBU, post natal and home settings. The amount, type and 
with whom this engagement occurs should be assessed. Longitudinal studies also 
need to be carried out to demonstrate whether engagement increases (or the type 
of engagement changes) as the babies condition improves. Staff and parent 
ratings of how well/ill the baby is could be compared with engagement levels. 
Prospective longitudinal studies would also provide the opportunity for long 
terra follow-up of the babies to clarify the conflicting literature concerning 
the incidence of developmental delay, behaviour problems and child abuse in 
babies admitted to special units.
Finally, it is important to emphasise that studies such as this need to be 
carried out using the same measurement instruments in other SCBU's, NICU's and 
Paediatric settings. In this way information regarding the generalisabi 1 ity of 
these results can be obtained.
Future Service Delivery
At this point it is important to discuss the recommendations that can be made 
from results obtained in this study regarding future service delivery. The 
first area to draw attention is that of staff stress. The overall stress score
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for staff on the unit was quite low and staff reported using a range of support 
systems and coping strategies. Thus a service to reduce stress per se does not 
seem appropriate.
Certain aspects of work were rated as very stressful by staff, however, i.e. 
staff not working together, aspects of staff-parent communication and a baby 
dying. From this it seems applicable to recommend these situations are 
addressed directly. This could be done by means of discussions between staff 
in a staff support group. Some researchers have initiated such groups on 
SCBU's or NICU's (e.g. Drotar, 1977; Fletcher, 1983; Swan Parente, 1982) although 
comparisons are difficult, as groups have varied widely in their content and 
format. With one notable exception, none of these studies have included an 
evaluation of effectiveness. Weiner et al (1983) compared three staff support 
groups in terms of staff reports of usefulness and attendance levels. They 
concluded that a support group was most likely to succeed if initiated in 
response to a request by the nursing staff and supported by the nursing 
administration. No member of staff requested a support group, either in the 
interviews or on the questionnaire. During informal discussions with nursing 
administration the idea of a staff support group engendered mixed feelings. 
Therefore, neither condition could be said to be met.
The majority of staff however, did request regular meetings between them to 
talk about babies on the unit. As staff not working together was perceived as
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potentially the most stressful work situation, these meetings could provide a 
very valuable forum for discussion of cases and exchange of information. It 
would not be necessary for a psychologist to be present at these meetings. If 
requested by staff, psychologists or other professionals could be invited to 
attend the meetings e.g. to talk on specific topics or give advice on particular 
cases.
It would be important to evaluate these meetings after they had been introduced 
in order to determine whether staff felt they were useful. Staffs' perceptions 
of situations on stressful and use of coping methods could also be re-examined. 
It would be particularly interesting to assess whether doctors rated using the 
strategy : "I talk things over with staff on the unit" more frequently. This 
would provide information relating to the suggestion made in this study, that a 
possible reason doctors reported using this strategy less frequently than 
nurses and others, was because it was less available to them.
As well as "staff not working together", it seems important to address areas of 
staff-parent communication which staff rated as stressful. McGrath (1976) 
defined stress as occurring when a situation is perceived by the individual as 
exceeding his/her potential to deal with it, From this definition, the 
hypothesis arises that staff rated aspects of communication with parents whose 
baby : had died, was very ill or handicapped, as stressful because they did not 
see themselves as having the potential to deal with these situations. This is 
supported indirectly by the fact that it was these parents whom staff suggested 
required an additional service. To test theis hypothesis it would be necessary
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to obtain staff ratings regarding their potential to deal with these situations. 
A series of workshops could then be given providing information and practical 
exercises related to communications with parents in these situations. 
Information on parents and babies emotional needs could also be given as l/3rd 
of staff stated "not knowing what parents were feeling" posed difficulties in 
their communications with them. It would be important to acknowledge staffs' 
own reaction to these situations (e.g. they rated a baby dying as very 
stressful) so that an awareness was developed of their own feelings and how 
this might affect their ability to communicate with parents.
It would be important to evaluate these workshops both in the short and long 
term, for as McConkey (1931) in his comments on training courses stated:
"Thus, after the course is over, the participants would be expected 
not just to "feel better" but to act better. Yet rarely do course 
organisers check that the information they have given is put into 
practice." (pôO)
Observational measures such as those used in this study could be included to 
determine changes in staff behaviour pre and post course. Also staff ratings 
of their potential to deal with situations and how stressful they perceived 
these to be could be taken.
Much of the literature on staff training has not been encouraging in terms of 
its ability to influence staff behaviour (e.g. Ziarnick and Bernstein, 1982).
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Recommendations from this literature, however, have been that training courses 
should be designed to meet an identified need, directly related to the work in 
question and carefully evaluated (Hall, 1979; Mealiea and Duffy, 1980). Thus the 
recommendations for the workshops are in line with these suggestions.
Evaluation of the workshops would also provide useful information in relation 
to this literature. Finally, after the workshops staff views as to whether 
parents whose baby : had died, was very ill or handicapped required an 
additional service should be re-assessed. If a need was identified then 
information from these workshops should enable staff to detect difficulties at 
an early stage, so that prompt referral could be made.
The second area which has been identified as important to look at in terms of
future service delivery is that of staff-parent communication. This has been
touched on in terms of aspects which staff find stressful, but it should also
be discussed in terms of recommendations for service delivery to parents. The 
information given to parents by non-SCBU staff has already been suggested as 
an area for future research. This would also be important to investigate in 
terms of service delivery, with respect to the systems of communication between 
the unit and the hospital wards. Areas to investigate further include : what 
information do ward staff have about the unit and how do they impart this to 
parents? One way in which communications between unit staff, ward staff and 
parents could be simplified would be to have a key worker system, whereby each 
set of parents would be allocated to one staff member on the unit who would 
then be responsible for ensuring they received certain basic information. This 
staff member could also be responsible for liaising with ward staff and
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ensuring information was passed on to them. This should not prevent other 
staff from giving parents information, for parents reported appreciating being 
able to ask all staff members for information due to their open and friendly 
manner. Rather this system would ensure all parents were given certain basic 
information. Any difficulties parents had in understanding this information 
could be picked up by the member of staff responsible. Also ward staff would 
be fully informed of the situation.
A second recommendation in terms of staff-parent communication is that an 
information booklet be produced for parents. This idea was rated as useful by 
both staff and parents (particularly mothers). In this study staff stated they 
felt parents did not ask for all the information they needed because of :
not wanting to be too much trouble 
not knowing what to ask 
not knowing how to ask 
These are all areas which could be addressed in the booklet e.g. by giving 
information about staff uniforms and who staff are, using a question and answer 
format with suggested questions etc. The booklet could be translated into 
Hindu, Punjabi and Urdu for non-English speaking parents with clear diagrams 
and pictures. The booklet should not be seen as a substitution for 
communications with parents but rather as an aid to it.
Staff and parents varied in their estimates of when they thought an information 
booklet should be given. Staff thought this would be most useful on the first 
visit to the unit, parents thought after the delivery, but before the first
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visit. Mahan et al (1984) reported parents given a booklet prior to coining to 
the unit rated this as helpful. As evidence from other studies is lacking, the 
information booklet could be introduced to the unit in project format with 
parents being randomly allocated to one of 3 groups :
Group 1: information booklet given on first visit to the unit.
Group 2: information booklet given after the delivery but before
the first visit to the unit 
Group 3: control
As with other recommendations it would be important to evaluate the booklet in 
terms of content and effectiveness by asking staff and parents for ratings and 
comments as to how useful they found it and observations of behaviour. One 
hypothesis suggested in this study was that information given to parents might 
affect their reaction to their baby and this would be important to monitor.
This brings us to the third area to be discussed in terms of future service 
delivery i.e. parent stress. All parents found being separated from their baby 
stressful, with the majority of mothers reporting that this was the most 
stressful aspect of their baby being on the unit. As mentioned in the 
literature review, the long term effects of separation on parent-child 
attachment are far from clear cut. It seems, however, that if separation is a 
major cause of stress, the recommendation of Richards (1978) should be followed
i.e. parent-baby separation should be minimised wherever possible.
Most parents in this study reported visiting for less than 2 hours a day.
There was an open visiting policy in operation, however, parents reported
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difficulties in that the post natal wards were in a separate building to the 
unit. Thus a nurse and porter must accompany the mother to the unit. This 
limited their ability to visit the unit and made brief visits rare. Some 
mothers, especially after a caesarian section delivery, reported not feeling well 
enough to make the journey. Staff did take the baby to the post natal ward 
whenever possible, but in some cases the baby was too ill to be moved as well.
If the mothers were physically nearer to their babies more contact should be 
possible. In the description of the SCBU it was mentioned that the 10 year 
plans include this unit moving to the District General Hospital site. When this 
move takes place the new unit accommodation should be designed to enable 
parent-baby contact to be maximised. This could be done by mothers being 
based on the unit with their babies. If this was not possible, the mothers' 
accommodation could be on the same floor as the unit, with easy access to it. 
This accommodation could comprise of a small ward exclusively for mothers of 
babies on the unit. In this way informal support could be obtained from other 
parents. If a post natal ward were also based on that floor, mothers could 
have contact with parents from there if they wished. Most parents in this 
study however, reported how distressing it was seeing these mothers with their 
babies. Open visiting could also be policy as the majority of parents reported 
support from family as the most valuable to them.
Until the unit moves, the issue of increased contact for parents with their 
babies is more complex. At the present time there are 2 post natal wards 
arranged in bays. If parents were put on the same post natal ward in bays
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designated for parents of babies on the unit this might allow them to obtain 
informal support and reduce the distress of seeing other mothers with their 
babies. Several studies have initiated parent support, either in groups or 
putting veteran mothers in contact with new mothers. (Bristol, 1984; Dammers 
and Harpin, 1982; Erdman, 1977; Livermore, 1980; Mangurten et al, 1979; Minde et 
al, 1980). Parents in this study however, reported that they would not have 
attended a support group. A finding similar to that of a study carried out by 
Sherman (1982). Perhaps accommodation on the existing unit could be 
investigated to determine whether it would be possible to base mothers there.
These recommendations, if implemented, need to be evaluated in terms of their 
affect on parent anxiety levels. In the literature review it was mentioned that 
several studies have found that parental anxiety increases in line with contact 
with their babies. It would be important to assess this,although these studies 
have also found that parents did not want reduced contact, even though visiting 
made them more anxious. The other area which it would be important to evaluate 
is that of parent-baby contact, i.e. if it increased and the type of contact this 
comprised of. This brings us to the last area to discuss in terms of future 
service delivery, that of infant contact.
From the observational measures taken on the unit it was determined that the 
babies were engaged for 29.13% of the observation period. This is comparable 
with other studies, with the majority of this contact being with nurses and 
somewhat less with the babies' mothers, Given that observations were taken at 
a time when parents were more likely to be on the unit, these levels of
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engagement may appear quite lew. From the impression gained, most engagement 
was in caretaking activities with little stroking, rocking etc. Thus it may 
seem one recommendation for future service delivery should be in terms of 
additional contact for babies.
Some studies have introduced programmes whereby parents or a researcher 
provides additional stimulation for babies. Chaze and Ludington-Hee (1984) 
described a programme of visual and auditory stimulation which involved 
parents. They found a shift in the focus of parents, from concern with 
technical aspects e.g. oxygen levels, to developmental aspects e.g. what their 
baby was doing. In a controlled study by Macedo (1983) babies were given 
additional tactile stimulation (stroking) for 10-15 minutes, twice a day over 
2-3 weeks. As compared to controls, babies in the experimental group had less 
weight loss in the first week, greater weight gain by 21 days and had higher 
scores for sucking and hand grasp on the Bayley Development Scale.
It is important that additional stimulation is geared to the individual baby for 
too much handling can lead to hypoxemia in low birth weight or premature 
babies (Long et al, 1980). Both Anderson and Auster-Liebhaber (1984) and 
Blackburn (1980) suggested the therapist should observe the baby carefully to 
assess the appropriate stimulation and teach parents to recognise their babies 
cues and respond appropriately.
The difficulty with all these studies is that norms for parent-baby engagement 
have not been established. Even controlled studies have used SCBU or NICU as
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controls and not looked at contact with oabies in post natal and home 
environments. Therefore, it seems the recommendations this study must make are 
to carry out observations on post natal wards, and at home if possible, to 
determine the amount and type of engagement in these settings. This could be 
done in conjunction with more detailed 24 hourly observations on the unit. The 
environment could also be examined in all settings in terms of light, noise 
levels etc. Thus comparisons could be made and the need for additional 
stimulation or alterations to the environment assessed. Half the staff thought 
a service providing additional stimulation for baoies would be valuable although 
few nurses agreed with this. It would be important to negotiate with staff 
regarding a new service if this was indicated. The idea would be for parents, 
with guidance initially, to provide the stimulation so that the contact they had 
with their baby was increased.
Finally, this study has only investigated parent views during their babies stay 
on the SCBU. It would be useful to carry out a similar study with parents 
whose baby was no longer on the SCBU, This would enaole the more long term 
needs of parents to be assessed. For instance, none of the babies participating 
in this study died. Therefore, the parents' needs associated with this were not 
able to be assessed although recommendations have been made in terms of a 
service to staff. Also the parents who did not participate have been mentioned 
as having difficulties i.e. one baby had congenital abnormalities and the other 
was placed in foster care. A study which investigated parents some time after 
their baby had left the unit might be able to provide information regarding
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parents with these types of difficulties, as they may be more willing to 
participate if the event is less immediate.
For parents of babies with special needs,a Portage system is in operation in
the District to which early referral would be advantageous. Parents may have 
additional needs not provided for by this however, e.g. counselling after the 
birth of a child with congenital abnormalities. This study did not identify 
such needs, but all parents were interviewed within a week of their baby being 
admitted to the unit. This might be too soon after the birth, admission of the 
baby to the unit and being told of their babys1 condition for these needs to be
assessed. Thus a study of parents whose baby was no longer on the unit might
detect these needs. It would be advantageous if this study took a larger 
sample of parents so that a matched group design could be used. Then 
comparisons could be made between e.g. those parents who had a premature baby 
and those whose baby was full term, to determine whether specific groups of 
parents have particular needs requiring longer term service delivery.
The importance of negotiations with staff in setting up any new service cannot 
be over-emphasised. This research has investigated the SCBU extensively and 
made recommendations regarding service delivery. Any new service however, will 
need to be carefully evaluated and flexible to meet the needs of individuals. 
Thus a project format would be appropriate, with staff closely involved at all 
stages.
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CONCLUSION
At this point it is important to summarise the main findings and
recommendations obtained from this study.
Main Finding
1. Staff issues (i.e. staff not working together and staff shortages) were 
perceived as the most stressful by all members of staff. Aspects of 
staff-parent communications were also perceived as stressful,
2. All staff reported using a range of support systems and coping strategies 
to deal with stressful situations,
3. Staff rated communications between them as good, but thought regular staff 
meetings would be useful.
4. There was no clear agreement as to who was responsible for giving 
information to parents on the unit. Parents reported being given 
information they could understand from all staff, however. Both staff and 
parents thought an information booklet for parents would be useful.
5. There was general agreement more information for staff regarding the 
emotional needs of parents would be useful, but opinions were mixed as 
to whether more information regarding the emotional needs of babies was 
required.
6. All mothers and some fathers found being separated from their baby very 
stressful, Most parents worried whether their child would die or grow 
up with an abnormality. Staff were accurate in their ratings of factors 
parents found stressful. The family was reported by parents to be the
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most valuable form of support.
7. Mothers tended to have a more negative initial reaction on first seeing
their baby than did fathers. Reactions to the equipment were mixed. Most
parents reported not noticing other environmental factors. Staff rated 
parents as worried/anxious in response to these,
8. Staff thought an additional service for parents : with past difficulties,
whose baby had died or was handicapped was required. Views were mixed as
to whether an additional service for babies was needed. Suggestions for
a service were in terms of additional contact for babies.
9. Most parents reported spending less than 2 hours per day on the unit.
Half the mothers stated they would like to be more involved in the care 
of their baby and this could be achieved by them spending more time on 
the unit.
10. Babies were engaged for 29.13% of the observation period. Most of this
contact was physical and the majority was with nursing staff.
Recommendations
1. Investigation of the relationship between staff stress, availability of 
coping strategies and support systems and length of time the staff member 
has worked on the unit.
2. Comparison of staff stress in different professional groups.
3. Examination of the information given to mothers by their husbands and
non-SCBü staff and whether this influences maternal expectations of, and 
reactions to, their baby.
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4. Determine the relationship between parental reaction on first seeing their 
baby on the unit and time delay between delivery and seeing their baby.
5. Carry out studies similar to this using larger samples of parents in
matched groups to allow comparison e.g. of parents whose baby was 
premature with parents of full term babies. These should be sensitive to 
cultural differences between parents.
6. Establish normative data regarding contact levels for babies on post-natal
wards and at home. This should provide information as to the amount and
type of engagement as well as whom this was with. Studies should be 
longitudinal to assess whether engagement increases as the baby gets 
better.
7. Similar studies need to be conducted on other SCBU and IIICU's using the
same measurement instruments to establish whether results from this study 
can be generalised.
b) Service Delivery.
All recommendations in this area need to be carefully evaluated once 
implemented.
1. Regular meetings between nursing and medical staff to discuss babies on
the unit. Other professionals could be invited to give talks on certain
topics or advice on particular cases if requested,
2. A series of workshops given by a clinical psychologist incorporating
information and practical exercises on :
communicating with parents in difficult circumstances 
parent and babies emotional needs
feelings of staff and how these may affect communications
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3. An investigation into the information given to parents by non-SCBU staff, 
including what information non-SCBU staff have about the unit and how 
they give this to parents.
4. Each set of parents should be allocated to one SCBU staff member when 
their baby is admitted. This member of staff will then be responsible for 
giving them certain basic information and liaising with the ward staff.
5. The development of an information booklet for parents. This to be 
introduced in project format.
6. More contact between parents and babies. This to be achieved by planning 
the new unit so that contact can be maximised. Until this time, désignât 
ing bays on one post natal ward specifically for mothers of babieo on the 
unit. Investigate the current possibilities of accommodation for mothers 
on the unit.
7. Establish norms for parent-baby contact in the post natal ward and, if 
possible, home settings. Carry out 24 hourly observation of engagement on 
the unit with more detailed investigation of type of contact and assess­
ment of the unit environment in terms of e.g. light, noise levels. From 
this determine the need for additional parent—baby stimulation and
environmental changes.
8. Carry out a study similar to this with parents whose baby is no longer on 
the. SCBU, with particular reference to parents whose baby has died or has 
special needs. A matched group design could be used to identify specific 
groups of parents who require longer terra service delivery.
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In conclusion then, this study has provided a detailed assessment of staff, 
parents and babies on a SCBU. From this recommendations for future research 
and service delivery have been made. This study has demonstrated how clinical 
psychologists can usefully apply their research skills in order to assess the 
need for a clinical psychology service. The application of research skills in 
this way seems particularly valid when clinical psychologists are requested to 
become involved in areas where they have not previously had any input. For, 
not only does it enable them to assess the need for a service and establish 
good working relationships between professionals, but also new methods of 
service delivery can be explored to meet the identified needs.
—1 4 6 -
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Appendix 1
Summary of Staff Included in Pilot Study:
Profession
Grades
Included Sex
Full Time/ 
Part Time
Range of Length 
of Time Worked 
on this Unit
Doctors Consultant
Senior
Registrar
Registrar
Senior
House
Officer
3 Male 
1 Female
2 Full Time 
2 Part Time
5 Months - 
13 Years
Nurses Nursing
Officer
Nursing
Sister
(Night Duty) 
Nursing 
Sister 
(Day Duty) 
Staff Mid­
wife
Staff
Nursery
Nurse
Nursing
Auxiliary
Female Full Time 3 - 23 Years
Others Social 
Worker 
Ward Clerk 
Secretary
Female Part Time 3 - 1 3  Years
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Appendix 3
Summary of Parents Who Participated in Structured Interview
Parent Age Range
Number of 
Babies This 
Pregnancy
Number of 
Babies 
On Unit
Other
Children Occupation
Ethnic
Origin
Mothers 19 - 40 
Years
1 1 7 Had Housewife 4 Caucasien
5 Asian 
1 West
Indian
Fathers 24 - 54 
Years
1 1 7 Had 4 Un- 
Employed
5 Factory 
Workers
4 Caucasian
5 Asian
Appendix 4
Details of Reason for Admission in Babies Whose Parents Took Part in 
Structured Interviews
Reason for Admission
Expiratory wheezing, cyanosed.
Vomiting ? cause, heart murmour.
Downs syndrome, inoperable heart defect.
Pretem, small for gestational age, sticky eyes. 
Umbilical sepsis, hypoglycaemia.
Premature, difficulties with breathing and heart rate. 
Ostium pinium atrial-septal defect, various congenital 
abnormalities, aspiration of meconium. 
Hydrocephalus.
Small for gestational age.
Meconium aspiration.
Appendix 5 
Semi-Structured Interview with Staff
The purpose of this interview is to gather information that will be used 
to draw up the staff questionnaire and add to the format for 
semi-structured interviews with parents . The exact questions are 
difficult to list because issues that staff bring up will be explored. 
However, below is an outline of the areas to be covered with suggested 
questions.
Introduction
What does the individual understand by the study?
I will explain: who I am
where I am from
the nature of the study
how the individual was selected for interview 
what is involved for them 
I will ask for staff profession and grade. Length of time qualified.
If the individual has any background in psychology.
General
1. Can you tell me a little bit about your work on the unit, e.g. 
responsibilities .
2. What do you find the most rewarding part of your work?
3. Which is the area of work that you find most difficult?
4. What, if anything, do you find stressful at work?
5. What methods do you use of coping with this and have these changed
over time?
e.g. support family, friends 
medical staff 
nursing staff 
managers
5a. Do you - find what you do at work spills over in your private life.
6. Are there any parents who you feel could benefit from a particular 
service?
Communication wi th Parents
7. Overall, do you feel that communication between parents and staff on 
this unit is good?
7a. Do parents visit the unit often - what are their reactions to :
Unit
Staff
Baby
7b. Do you have much contact with parents?
8. What do you think the particular strengths about communications with
parents on the unit are?
9. Which are the areas that you think pose difficulties?
10. What suggestions do you have for improvements in this area?
11. Are there any parts of your training or general life experience
which you think may have been particularly helpful to you in your
communications/contacts with parents?
12. Do you think parents ask for all the information they need? If not why?
13. Is there agreement over who is responsible for talking to relatives?
13a. Do you have any difficulties in explaining procedures to parents or
getting them involved?
13b. What do you think is the most stressful thing for parents?
13c. What do you think parents worry most about when baby is on the unit?
13d. When start preparing parents for baby going, home.
Contact with the Infant
14. What deegree of emotional attachment do you have with infants on
the unit?
15. Do you tend to work with the same babies each shift or not?
16. Is there a system whereby you keep in contact or obtain information
about infants which have been on the unit?
17. Would you like more information about babies or parents emotional
needs and how to deal with them?
18. Are there any particular child or parents problems which you feel a
psychologist could usefully be involved with?
Staff Interactions
19. What qualities do you think are important for nurses )
) on a SCBU to 
doctors) have?
20. Who do you consider supports you in your work here?
21. Are there regular and open meetings between medical and nursing
staff - formal e.g. ward rounds, others
- informal
22. Do you find the rotation of doctors to the unit poses any 
difficulties? e.g. new doctors inexperienced in SCBU work.
Conclusion
Having completed this interview and covered a number of areas, is there
anything you would like to add which may be of relevance to the study?
Thank you for your time in completing this. If you think of anything
further you would like to add you can contact me via Monyhull Hospital
Psychology Department, telephone number : 021 444 2271 extension 237.
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Appendix 27
Formulae for Calculating % of Time Parents Present
% of time = Sum of Actual Hours Parent Attended______
parent present Sum of Potential Hours Parent Could Attend
x 100
Appendix 26
Formulae for Calculating Overall Engagement
% of Observation Time = Sum of % Engagements 
Babies Were Engaged Number of Observations
Appendix 25
F o r m u l a e  t o  C a l c u l a t e  P e r c e n t a g e  E n g a g e m e n t
( F o r m u l a e  f r o m  R i s l e y  a n d  C a t a l d o ,  1 9 7 3 )
N u m b e r  o f  B a b i e s  E n g a g e d  x  1 0 0
N u m b e r  o f  B a b i e s  P r e s e n t
P e r c e n t a g e
E n g a g e d
Appendix 24
Calculating Inter-Ratio Reliability 
(Formulae from Risley and Cataldo, 1973)
a) Seven columns are drawn up.
b) The first column, labelled A, indicates the observations for
which both observers recorded data.
In column B are the number of babies for each observation
recorded as engaged by observer 1.
In column C are the number of babies for each observation
recorded as engaged by observer 2.
c) In column D, the smaller of the two numbers from column C is 
subtracted from the larger.
d) In column E are the number of babies recorded in attendances
by the observers. If the reports differ, the lower of the two
numbers is used.
e) Number in Column D x 100 = X
Number in Column E
f) 100 - X = Y
g) % reliability =___ __________ Y__________
Number of Observations
Appendix 23
Formulae for t-test
t
where:
2
x .  X
I x 2 - (% x)2
n (n-1)
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Telephone enquiries to:
S.B.H.A. PSYCHOLOGY SERVICE 
c/o MONYHULL HOSPITAL 
MONYHULL HALL ROAD 
KINGS NORTON 
BIRMINGHAM B30 3QB 
TEL: 021 444 2271 X 237
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S.B.H.A. PSYCHOLOGY SERVICE 
do MONYHULL HOSPITAL 
MONYHULL HALL ROAD 
KINGS NORTON 
BIRMINGHAM B30 3QB 
TEL: 021 444 2271 X 237
Dear s t a f f
As you may be aware, I have now f in i s h e d  in te rv iewing parents  
with babies  on the  u n i t .  I would l ik e  to  thank you a l l  f o r  your 
help in doing t h i s .  I am continuing to  c o l l e c t  ques t io n n a i r e s  
from s t a f f .  Once t h i s  has been done, I w i l l  have reached the  f i n a l  
s tage  of th e  p r o j e c t .  In t h i s  s tag e ,  myself and one o th e r  person 
w i l l  be v i s i t i n g  the  u n i t  on four  occasions  i . e . :
Saturday 3rd May - 1.30 - 5.30
Sunday 4th May - 4.30 - 8.30
Tuesday 6th May - 4.30 - 8.30
Wednesday 7th May - 1.30 - 5.30
On th e  3rd and 4th May I w i l l  be accompanied by Suzanne Ide (Trainee 
C l in ic a l  Psychologis t )  and on the  6th and 7th May I w i l l  be accompanied 
by Sarah Newton (Senior C l in ic a l  P sy ch o lo g is t ) .  We w i l l  be looking a t  
what goes on in the  u n i t  t o  complement the  information we have gained 
so f a r .
I f  you have any quer ies  p lease  co n tac t  me a t  the  above address .
I look forward to  seeing you then .
Yours s in c e re ly
Maggie Stanton
Trainee C l in ic a l  Psychologis t
v-v L_jB_Vv d> VvX> SVcv.V.y
S.B.H.A. PSYCHOLOGY SERVICE 
do MONYHULL HOSPITAL 
MONYHULL HALL ROAD 
KINGS NORTON 
BIRMINGHAM B30 3QB 
TEL: 021 444 2271 X 237
Dear
I would l ik e  to  thank you very much f o r  completing the  ques t ionna i re  
I sent you r e c e n t ly .  I f  you have not ye t  been able  to  f i l l  in the
ques t ionna i re  I would be very g r a t e f u l  i f  you could do t h i s  and
re tu rn  i t  to  me as soon as p o s s ib le  (no l a t e r  than 1 .5 .86 ) .  I f  
you are  having any d i f f i c u l t i e s  with completing the  form, p lease  
do not h e s i t a t e  to  c on tac t  me a t  th e  above te lephone number or 
address .  I w i l l  be happy t o  provide replacement ques t io n n a i re s  or 
envelopes.  I f  you do not wish to  f i l l  in the  q u e s t io n n a i r e ,  could
you p lease  r e tu rn  the  uncompleted form to  me by 1 .5 .86.
Thank you fo r  your help with t h i s .
Yours s in ce re ly
Maggie Stanton
Trainee C l in ic a l  Psycholog is t
N °\ .
OkjC_KLC^< ^  CS^yJL^, vr'L C ^ S  V  o J ç Ç r   ^ S  V^ J N ~^ -0 ^ £ 3  ,~ '
19 March 1986
Dear
You may remember my wri t ing  to  you about the  p ro j e c t  I am doing on 
the  SCBU a t  Sorrento  H o sp i t a l . In my l e t t e r ,  I explained t h a t  I would 
be ca r ry ing  out some in te rv iews with s t a f f  and paren ts  and giving a 
q u e s t io n n a i r e  to  a l l  s t a f f  involved with the  Unit .  I have now done 
the  in te rv iews  with the  s t a f f  and am in the  process of in terv iewing 
paren ts  of babies  on the  u n i t .
In o rder  to  ge t  the  views of a l l  s t a f f  involved with the  Unit I have 
drawn up a q u es t io n n a i r e  which is  enclosed with t h i s  l e t t e r .  I t  would 
be very he lp fu l  i f  you could f i l l  t h i s  in (even i f  I have had an 
in te rv iew with you) and re tu rn  i t  to  me in th e  envelope I have provided. 
You are  not obliged to  f i l l  in the  q u e s t io n n a i r e ,  but even i f  you 
choose not t o ,  I would be g ra t e f u l  i f  you could r e tu rn  the  blank copy 
to  me.
The informat ion from these  q u es t io n n a i r e s  w i l l  be used to  decide:
1. I f  t h e r e  is  a need fo r  c l i n i c a l  psychology input  t o  the  SCBU.
2. I f  t h e re  i s  a need, how the  s e r v ice  should be developed to  meet
Only by completing the  q u es t io n n a i r e  can your views be taken in to  
account.
Your name is  not asked fo r  on the  q u e s t io n n a i r e  and a l l  information 
given w i l l  be s t r i c t l y  c o n f i d e n t i a l . In no way is  t h i s  q ues t ionna i re  
designed to  a ssess  s t a f f  or pa ren ts  as in d iv id u a l s .  I t ' s  purpose is  
simply to  determine  whether th e re  is  a need f o r  c l i n i c a l  psychology 
input to  the  SCBU.
I f  you have any q ues t ions ,  p lease  d o n ' t  h e s i t a t e  to  co n tac t  me, e i t h e r  
when you see me on the  SCBU or  via  th e  C l in i c a l  Psychology Department, 
Monyhull H o sp i ta l ,  Tel .  No. 021 444 2271 Ext. 237. You can leave a 
message with th e  s ec re ta ry  i f  I am not t h e r e .
When you have completed the  q u e s t io n n a i r e  p lease  put i t  in the  envelope 
I have provided and send i t  to  me in th e  i n t e r n a l  pos t .
Thank you f o r  reading t h i s  handout.
t h i s .
Maggie Stanton
Trainee C l in i c a l  Psychologis t
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PARENTS' CONSENT FORM
I have been given w r i t t en  information about t h i s  resea rch  p r o je c t  
"An In v e s t ig a t io n  in to  the  Need fo r  C l in ic a l  Psychology Input to  a Special  
Care Baby Uni t ."  1 understand why i t  is  being done. I know what I w i l l  
be asked to  do and the d e t a i l s  which wi l l  be recorded about my c h i ld .
I agree to  take p a r t  in i t  and have these  d e t a i l s  recorded . 1 understand 
1 am f r ee  to withdraw a t  any time. This would in no way a f f e c t  the  
t rea tm en t  of my c h i l d .  If  there  are  any changes in what is  to  be done,
I wi l l  be to ld  and my agreement to t h i s  asked fo r .
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Appendix 7
Summary of Questions Used in Structured Interview With Parents Taken from 
Related Studies
Study Year Question Related Question in this Study
avies 
t al
1983 Do you feel emotionally 
close to your baby?
Q23 : Do you feel close to your 
baby? (e.g. warmth, affection, 
attachment)
aludetto 
t al
1981 Why was your child born 
premature?
What was your first 
impression of your child?
Have you touched and 
fondled your child?
Do you now feed your 
child?
Do you change your child 
now?
What would you like to 
see changed in the NICU?
What worried you most in 
the NICU?
Q13 : Do you know why your baby 
has come to the SCBU?
Q18A : How did you feel when you 
first saw your baby?
Q19 : When did you first touch 
your baby?
Q24 : Have you tried feeding 
your baby?
Q25 : Have you tried changing 
your baby?
Q33 : What would you like to 
see changed about the Unit, 
if anything?
Q41 : What have you worried 
about most since your baby 
has been on the Unit?
lussell 1974 How did you feel being 
parted from your baby?
Q26 : How did you feel about 
your baby being in a separate 
Unit to you?
Appendix 8
Summary of Questions Duplicated in Staff and Parent Questionnaire
STAFF QUESTIONNAIRE
Q20 : Do you think it would help 
parents to be given an 
information booklet about 
the unit before they first 
came here?
Q22 : Below are a list of things
parents will see on the unit. 
Please tick the box how you 
think parents react when they 
first come to the unit.
(See list)
Q25 : Do you think visiting makes 
parents more anxious, less 
anxious or neither?
Q26 : Do you think parents worry
more, less or the same amount 
when they are not on the unit?
Q27 : Do you think parents would 
benefit from a group where 
they could meet with parents 
of other babies on the unit ?
PARENT QUESTIONNAIRE
Q32 : Would it have helped to 
have been given some 
information about the 
SCBU before you first 
came here?
Q18A: How did you feel when you 
first saw:
The unit.
Your baby.
Equipment around your 
baby.
Other equipment on the 
unit.
Other babies on the unit.
Q39 : Do you find visiting
makes you more anxious, 
less anxious or neither?
Q40 : Do you worry more, less 
or the same amount about 
the baby when you are 
away from the unit?
Q45 : Would you like a group
where you could meet with 
other parents of babies 
on the unit ?
PARENT QUESTIONNAIRE
Sex of Parent :
Age of Parent:
Mari tal  S ta tus /permanent p a r tn e r :  spec i fy
Number of babies  t h i s  pregnancy:
Number of babies on the  un i t :
Date of b i r t h :
Number of o the r  c h i ld ren :
Occupation:
Ethnic o r ig in :
Pregnancy and Delivery
1. Was i t  a normal pregnancy?
Problems :
2. Did you a t tend  any an tena ta l  c la s s e s?  
Yes - How many?
No - reasons?
3. Type of admission to  h o s p i t a l :
4. What type of d e l iv e ry  was i t ?
Vaginal
Forceps
Caesarian sec t ion  
Other : spec i fy
Male
Male .............. Female
Yes
Emergency /  ro u t in e
Female
No
5. Did you see your baby a t  the de l ive ry?  
I f  yes ,  did you touch i t  then?
Yes
Yes
No
No
What happened a f t e r  your baby was de l ive red?
Immediately
To you:
l a t e r
To the  baby:
When were you to ld  your baby was coming to  the  un i t?
At the  de l ive ry?
When woke up from a n ae s th e t i c  
1 hour l a t e r
More than 1 hour l a t e r  : spec i fy
Who t o ld  you the  baby was coming to  the  un i t?
SCBU s t a f f  
Labour ward s t a f f  
Post na ta l  ward s t a f f
What did they say?
Did you understand what was said?
Yes /  No /  A l i t t l e  
I f  no: what were the  d i f f i c u l t i e s ?
Before you came to  the u n i t ,  were you to ld  how your baby was?
Doctor Nurse Other
(spec i fy )
Yes No
By whom? Doctor Nurse Other
( sp e c i fy )
SCBU s t a f f
P o s t -n a ta l  ward s t a f f .
12. Did you see a photo of your baby before  you came to  the  un i t?
Yes No
I f  yes:  Did i t  help? Yes No
Was th e re  some way you could see the  sca le?  Yes No
13. Do you know why your baby was born ea r ly?  / \a x W  ?
Yes /  No /  Not sure
Reason:
Reaction to  the  Unit and t h e i r  In f an t ( s )
14. When did you f i r s t  v i s i t  the  un i t?
15. Who did you see f i r s t ?
Doctor
Nurse
Baby
Other (spec i fy )
16. Did they exp la in  about:
Your baby 's  cond i t ion :  
The equipment
Yes /  No /  C an ' t  remember
Yes /  No /  C an ' t  remember
17. Did you understand what they said?
Yes /  No /  A l i t t l e  
I f  no, what were the  d i f f i c u l t i e s ?
18. How did you
A a) The u n i t :
b) Your baby:
c) Equipment around 
your baby
d) Other 
equipment on 
the  u n i t
e) Other babies
when you f i r s t  saw:
Now your baby has been h e r e  f o r  a w h i l e ,  how do you f e e l  ab out :
B i ) The un i t
i i )  Your baby
i i i ) Equipment around 
your baby
iv) Other 
equipment on 
the  un i t
v) Other babies 
on un i t
I f  answers to  A and B are  d i f f e r e n t :
C What made the  d i f f e rence?
a)
b)
c)
d)
e)
19. When did you f i r s t  touch your baby?
At the  d e l iv e ry
F i r s t  v i s i t  to  the  un i t  
2nd v i s i t  
Other - spec i fy
20. How did you f ee l  then?
H orr i f ied
Worried/anxious
Frightened
Upset
Confused
Relieved
Reassured
Have you f e l t  encouraged to  be involved in the  care  of your baby?
Yes /  No /  A l i t t l e
Would you have l iked  more, le ss  or  the  same amount of involvement 
with your baby 's  care?
More a l o t  /  medium /  a l i t t l e
Less a l o t  /  medium /  a l i t t l e
Same
I f  more or le s s  - how could t h i s  have been done?
Do you fee l  c lose  to  your baby? ( e .g .  warmth, a f f e c t i o n ,  at tachment)
Very 4  ^ ^ No, not a t  a l l
Close
Have you t r i e d  feeding  your baby? Yes No ■
I f  yes ,  how? Tube 
B o t t l e  
Breas t
How did you fee l  about t h i s ?
I f  no, why? Baby not well enough
Not able  to  v i s i t  r i g h t  t imes 
Afra id t o / f r i g h t e n e d  
Don't  know 
Other:  spec i fy
c lo se
Have you t r i e d  changing your baby?
If  yes,  how did you fee l  about t h i s ?
Yes No
26 .  How do you f e e l  ab out  y o u r  baby b e i n g  in a s e p a r a t e  u n i t  t o  you?
27. Have a l o t  of d i f f e r e n t  s t a f f  looked a f t e r  your baby s ince  he/she 
has been here?
Yes No
Information
28. Have you f e l t  ab le  to  ask fo r  a l l  the  information you needed?
Yes No
Yes - what helped?
No - what might have made t h i s  e a s ie r?
29. Did you know who to  ask? Yes No
Who? - spec i fy
30. Did you unders tand what they t o ld  you?
Yes /  No /  A l i t t l e  
I f  no, what were the  d i f f i c u l t i e s ?
31. Is th e re  anyone e l s e  you would have l iked to  t a l k  to  about your baby?
Yes No
If  yes,  p lease  spec i fy
32. Would i t  have helped to  have been given some in format ion about the  
SCBU before  you f i r s t  came here?
Yes No
If  yes - when: Antenatal  c l a s s e s
Afte r  d e l iv e ry  but before  v i s i t i n g  u n i t  
When f i r s t  v i s i t i n g  u n i t  
Other - spec i fy
33. What would you l ik e  to  see changed about the  u n i t ,  i f  anything?
V is i t ing
34. Have you had any d i f f i c u l t i e s  with v i s i t i n g  your baby?
Yes No
I f  yes ,  what: Gare of o the r  ch i ld ren
Demands of work 
Cost of t r i p s  
Distance
Lack of t r a n s p o r t  
Other - spec i fy
35. Have you had any help with these?  Yes Nc
36. How of ten  do you v i s i t ?
37. How long do you stay?
38 . How f a r  do you have t o  come?
Type t r a n s p o r t :
39. Do you f ind  v i s i t i n g  makes you more anxious,  le s s  anxious or n e i th e r?
More /  l e s s  /  n e i t h e r
40. Do you worry more, le ss  or the  same amount about the  baby when you
are away from th e  un i t?
More /  less  /  same
41. What have you worried about most s ince  your baby has been on the  u n i t?
Live/d ie
Abnormality
Separa tion
Not able to  look a f t e r  baby 
Seeing o th e r  babies  on u n i t  
Unit environment 
No worries 
Other : spec i fy
42. What have you found most s t r e s s f u l  fo r  you w h i l s t  your baby has been 
on the  un i t?
L ive /d ie
Abnormality
Separa tion
Not able  to  look a f t e r  baby 
Seeing o th e r  babies  on u n i t  
Unit environment 
No worr ies  
Other : spec i fy
(
Support
43. Do you fee l  you have had/are  g e t t i n g  support from:
Yes/No Emotional P r a c t i c a l
a) husband/par tner
b) family
c) f r i e n d s
d) s t a f f :  Doctors
Nurses
Other
e) o th e r  pa ren ts  
with babies  on 
the  u n i t
f  ) o th e r  pa ren ts  
on the  p o s t - n a t a l  
ward
44. What support  have you found the  most va luable  to  you?
45. Would you l ik e  a group where you could meet with o th e r  pa ren ts  of 
babies on the  un i t?
Yes No
I f  yes ,  when: Whilst  baby is  in h osp i ta l
When you go home 
Both
46. Did you have any d i f f i c u l t i e s  t e l l i n g  r e l a t i o n s / f r i e n d s  t h a t  your 
baby was on the  SCBU?
Yes No
Other
I f  yes,  spec i fy :
4 7 .  Have you d i s c u s s e d  your  baby w i t h  you r o t h e r  c h i l d r e n ?
Yes No
48. Do you have any concerns about tak ing  your baby home?
Yes
I f  yes ,  spec i fy :
No
49. Do you th ink  fol low-up appointments are  important? 
Formal ( i . e .  c l i n i c )  Yes
Informal Yes
No
No
50. What q u a l i t i e s  do you th in k  a re  important f o r  s t a f f  working on the  
u n i t  to  have?
Doctors: 
Nurses :
Thank you fo r  your t ime in completing t h i s  in te rv iew .  Do you want to  add 
anything or ask me any questions?
You can con tac t  me:
S> ^  \ Q  ,
PARENT QUESTIONNAIRE
Sex
Age
Marital  S ta tu s
Number of babies  t h i s  pregnancy 
Number of babies  on u n i t  
D.o.b.
Number of o th e r  ch i ld ren
Occupation
Ethnic o r ig in
Pregnancy and Delivery
Was i t  a normal pregnancy?
Did you a t tend  any an tena ta l  c l a s ses?
Type of admission to  h osp i ta l  
Type of de l iv e ry
Did you see your baby a t  the  de l ive ry?
What happened a f t e r  your baby was de l ive red?
When were "you to ld  your baby was coming to  the  un i t?
Who to ld  you?
What did they say?
Did you understand what was said?
Before you came to  the  u n i t ,  were you to ld  how your baby was? 
Did you see a photo of your baby before  you came to  the  un i t?  
Do you know why your baby was born ear ly?
Reaction to  the  u n i t  and t h e i r  i n f a n t ( s )
When did you f i r s t  v i s i t  the  uni t?
Who did you see f i r s t ?
Did they expla in  : your baby 's  condit ion?
the  equipment?
Did you understand what they said?
How did you f ee l  when you f i r s t  saw: 
the  u n i t  
your baby ( i e s )  
equipment around your baby 
o the r  equipment on the  un i t  
o the r  babies on the  u n i t  
When did you f i r s t  touch your baby?
How did you f ee l  then?
Have you f e l t  encouraged to  be involved in the  care  of your baby?
Would you have l iked more, le ss  or the  same involvement with your baby 's  care?
Do you fee l  c lose  to  your baby?
Have you t r i e d  feeding your baby?
Have you t r i e d  changing your baby?
How do you fee l  about your baby being in a s epa ra te  u n i t  to  you?
Have a lo t  of d i f f e r e n t  s t a f f  looked a f t e r  your baby s ince  he/she  has been here?
Information
Have you f e l t  able  to  ask fo r  a l l  the  informat ion you needed?
Did you know who to  ask?
Did you understand what they to ld  you?
Is th e re  anyone e l s e  you would have l iked to  t a l k  to  about your baby?
Would i t  have helped to  have been given some information about the  u n i t  be fore  
you f i r s t  came here?
What would you l ike  to  see changed about the  u n i t ,  i f  anything?
-  2 -
V is i t in g
Have you had any d i f f i c u l t i e s  with v i s i t i n g  your baby?
Have you had help with these?
How of ten  do you v i s i t ?
How long do you s tay?
How f a r  do you come?
Do you f ind  v i s i t i n g  makes you : more anxious,  l e s s  anxious ,  or ne i the r?
Do you worry more, le ss  or  the  same amount about th e  baby when you are  
away from th e  un i t?
What have you worried about most s ince  your baby has been on the  uni t?
What have you found most s t r e s s f u l  fo r  you w h i l s t  your baby has been on
the  uni t?
Support
Do you f ee l  you have had/are  g e t t i n g ,  support  from: 
husband/par tner  
family 
f r i e n d s  
s t a f f
o the r  pa ren ts  with babies on the  u n i t  
o the r  pa ren ts  on the  p o s t -n a ta l  ward.
What support  have you found the  most va luable  to  you?
Would you l i k e  a group where you could meet with o the r  pa ren ts  of babies 
on the  un i t?
Did you have any d i f f i c u l t i e s  t e l l i n g  r e l a t i v e s / f r i e n d s  t h a t  your baby was 
on the  un i t?
Have you d iscussed  your baby with your o th e r  ch i ld ren?
Do you have any concerns about tak ing  your baby home?
Do you th ink  follow-up appointments are  important?
What q u a l i t i e s  do you th ink  are  important f o r  s t a f f  working on the  u n i t  
to  have?
Appendix 11
Infant Details
Sex
Birth weight.
Type of delivery.
Weeks of gestation at delivery.
Length of time baby on Unit when interview 
takes place.
Total length of time baby on Unit.
If 1st admission to Unit.
If transferred from another hospital. 
Reason for baby's admission to Unit.
Appendix 12
INSTRUCTIONS FOR OBSERVERS
1. Observations are to be carried out every 15 minutes.
2. Begin a new sheet for each room and each observation period.
3. Observations are always taken from right to left as standing
facing the room, from the doorway.
4. Observations are always taken from :
Large Hut 
Small Hut 
Sideroom 1 
2 
3
in that order.
5. How to fill in the sheet :
i) put whether observer 1 (Maggie Stanton)
or 2 (2nd Observer) 
ii) fill in time and place i.e. L.H. Large Hut
S.H. Small Hut
5.1. Sideroom 1
5.2. Sideroom 2
5.3. Sideroom 3 
iii) going from right to left count total nos. of
Doctors 
Nurses 
Other Staff 
present and fill in.
iv) starting with the first baby on the right, label this baby
1 (2nd baby on right 2 etc.). Fill in number next to 1 BABY
on form. If baby is in an incubator, note this under 1 BABY1 
on form by putting "In",
v) If baby present in room, put a tick.
vi) Look at the baby. If baby is engaged with any of the people
listed in the columns mark :
P - any kind of physical contact.
V - any kind of verbal contact
e.g. noises, talking.
If more than one e.g. Doctor, is engaged with the baby in 
e.g. physical contact, fill in that box P x 2.
If e.g. two Doctors are engaged with the baby e.g. one 
physical contact, one verbal and physical, fill in that box.
P x 1 
PV x 1
vii) When this has been done for Baby 1. Carry out the same
procedure for : mother
father
siblings
viii) Repeat procedure.
ix) Before moving from one baby to the next both observers should 
have finished their observations on one baby. 
x) Do not interact with the staff, parents or children 
you are observing.
N.B. For these purposes, engagement is defined as :
P - Any form of physical contact with the subject of that 
observation.
V - Any form of verbalisation with the subject of that 
observation.
Any other activities e.g. working, writing etc. are not classed as 
engaged for the purposes of this investigation.
Appendix 13 
Observation Chart
OBSERVER
TIME PLACE
TOTAL NO. : DOCTORS NURSES OTHER STAFF
-M•P
BABY
Mother 
Father 
Sibs .
BABY
Mother 
Father 
Sibs .
BABY
Mother 
Father 
Sibs .
BABY
Mother 
Father 
Sibs .
BABY
Mother 
Father 
Sibs .
BABY
Mother 
Father 
Sibs .
baby
Mother 
Father 
Sibs .
■ '(\ <Ç>^> W». .
\  <rv Ccrw <5>Srv.t>x>.^ r ,
Dear
My name is  Maggie Stanton.  I would l i k e  to  t e l l  you a l i t t l e  about the  
research  t h a t  I wi l l  be car ry ing  out on Sorrento  Hospi ta l  S.C.B.U. over 
the  next s ix  months. I f  you have any ques t ions  about what i s  sa id  here ,  
or any o the r  po in ts  t h a t  you would l ik e  to  r a i s e ,  I would be happy to  t a l k  
t h i s  over with you. You can ask to  see me on the  S.C.B.U. o r  co n tac t  me 
via  the  C l in ic a l  Psychology Department, Monyhul1 H o sp i ta l .  Telephone number: 
021 444 2271 Ext. 237.
I have descr ibed  the  re search  by means of a s e r i e s  of ques t ions  and 
answers o u t l ined  below:
Q: How did the  research  come about?
A: The sub jec t  of psychology involvement on the  S.C.B.U. was r a i s e d
a t  a Unit Management Team meeting. I t  was suggested t h a t  the
need fo r  psychology input should be i n v e s t ig a t e d .  As a t r a i n e e
C l in ic a l  Psychologis t  on placement with South Birmingham D i s t r i c t  
C l in ic a l  Psychology Service  I was a v a i l a b l e  to  c a r ry  out t h i s  
research  under the  superv is ion  of Dr Sarah Newton (Senio r  C l in ic a l  
P s y c h o lo g i s t ) .
Q: Why is the  re search  being done?
A: The research  is  being done f o r  two reasons :
1. To f ind  out i f  th e re  is  a need f o r  c l i n i c a l  psychology
input to  the  S.C.B.U.
2. I f  th e re  is  a need, then to  develop the  s e r v ice  in the  ways 
suggested by the  resea rch .
Q: What does i t  c o n s i s t  of?
A: The research  c o n s i s t s  of:
1. In terv iews with a random sample of medical and nurs ing s t a f f .
I w i l l  be asking a few of you i f  you would be w i l l i n g  to  chat
• to  me about your work on the  u n i t .  Those I ask have not been 
e s p e c i a l l y  chosen. Rather they are  a random sample of people 
to  give me an ove ra l l  idea of what happens here .
2. Information from these  in te rv iews  w i l l  be used to  draw up
two q u e s t i o n n a i r e s .  One f o r  the  s t a f f  on th e  S.C.B.U. and
one fo r  the  pa ren ts .
3. All s t a f f  w i l l  be given a q u e s t io n n a i r e .  I t  would be very
he lpfu l  i f  you could f i l l  t h i s  in and r e tu r n  i t .  By completing 
the ques t io n n a i re  your views can be taken in to  account .  Also
we can get an overa l l  p i c tu r e  of what, i f  any, needs t h e r e  are
on the u n i t .
4. 10 s e t s  of parents  of babies  on the  u n i t  w i l l  be in terviewed 
and ques t io n n a i re s  completed.  I f  t ime a l lows,  the  pa ren ts  w i l l  
be in terviewed again a f t e r  t h e i r  baby has l e f t  th e  u n i t .
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Appendix \ 5
Consent Form for Staff on fhp S.C.B.U.
(Flesch "Reading Ease" score 75, fairly easy)
The nature and purpose of the research project "An Investigation into the 
need for Clinical Psychology Input to a Special Care Baby Unit" has been 
fully explained to me. I have been given written details about the project. 
I agree to take part in the study as outlined. I understand that I am 
free to withdraw at any time (without prejudice). If there are any changes 
in procedure, I will be informed and my consent sought again.
Signature Date
Dear S t a f f  Member,
Please  car ry  out the  following procedure with the  pa ren ts  of every baby 
admitted to  t h i s  u n i t  on or a f t e r
1. Please give each parent a copy of the  informat ion in s ide  t h i s  f o ld e r .  
Information shee ts  are  provided in 4 languages:
Mrs Karim ( i n t e r p r e t e r )  w i l l  be going round the  wards to  t r a n s l a t e  
t h i s  informat ion fo r  parents  i f  anything is  not c l e a r .
2. Please  make an appointment on the  shee t  in s id e  t h i s  f o l d e r ,  f o r  me 
to  come and t a l k  to  the  parents  about the  p r o j e c t .  I would be happy 
to  see both pa ren ts  to g e th e r ,  o r  each paren t  s e p a r a t e ly ,  which ever  
they p r e f e r .  This in te rv iew is  NOT committing the  pa ren ts  to  take 
p a r t  in the  p r o j e c t .  Rather,  i t  is  fo r  me to  come and d iscuss  the  
p r o je c t  with them.
I w i l l  v i s i t  the  u n i t  a t  6.30 pm every evening to  see i f  any in te rv iews 
have been arranged fo r  the  fo llowing day.
3. I f  the  pa ren ts  do not speak Engl ish ,  p lease  make an appointment fo r  
them on a Wednesday afternoon between 1.30 pm and 4.30 pm as I have 
arranged f o r  an i n t e r p r e t e r  to  be a v a i l a b le  a t  t h a t  t ime.
4. I f  th e re  any any problems with t h i s ,  p lease  do not h e s i t a t e  to  con tac t  
me a t:
S.B.H.A. D i s t r i c t  Psychology Serv ices  
c /o  Monyhul1 Hospital
Tel .  No. 444-2271 Ext. 237. (you can leave a message i f  I am not th e re )  
or in the  evenings and a t  weekends a t  home, Te l .  No. 021-471-4596.
Thank you fo r  your help with t h i s
English
Punjabi
Urdu
Hindi
Maggie Stanton
Trainee C l in ic a l  Psychologis t
(-V y g \ 1
V  c x _ $ - c r J r  "X w  V  cx^f C c w .  .
Dear P a r e n t
My name is  Maggie Stanton. I am a t r a i n e e  C l in ic a l  Psycho log is t .  I am
doing a research  p r o j e c t  on t h i s  Specia l  Care Baby Unit fo r  South
Birmingham D i s t r i c t  Psychology Se rv ice .  The reason fo r  the  p r o j e c t  is  to  
see i f  th e re  are  any ways in which we could help pa ren ts  w h i l s t  t h e i r  
baby is  on the u n i t .  To do t h i s ,  I w i l l  be t a lk in g  to  severa l  p a ren ts .
I f  you are  wi l l i n g  to t ake p a r t ,  i t  would mean t a l k i n g  to me ( f o r  a 
shor t  t ime) here on the  un i t  and poss ib ly  a t  your fol low-up appointment .
I wi l l  a l so  record these  d e t a i l s  about your baby:
Age
Sex
Bir th  weight 
Type of d e l iv e ry
How many weeks pregnant you were when your baby was born
Why your baby has come to  the  u n i t
I f  t h i s  is your baby' s  f i r s t  t ime here
If  you came from another  hos p i t a l  t o  t h i s  u n i t
How long your baby has been on the  u n i t  when I t a l k  to  you
Total time your baby is  on the  u n i t .
The names of y o u r s e l f  and your baby wi l l  not be taken .  All information
is completely c o n f i d e n t i a l .
From my t a l k s  with p a ren ts ,  we wi l l  be ab le  to  decide how we could help
parents  with babies  on the u n i t  in the  f u t u r e .
I would l i ke  to  come and t a lk  to  you about the  p r o j e c t .  I f  you are  
wi l l i ng ,  the  nurse wi l l  make an appointment fo r  me to  come and see you 
on the  un i t .  I f  anything is  not c l e a r  or you have any q ues t ions ,  p lease  
ask me when I see you.
Thank you fo r  your t ime in reading t h i s .
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